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Summary of the Major Research Project 
Section A describes a systematic review and meta-analysis of the literature around 
mindfulness-based interventions (MBIs) and brief exposures of mindfulness for 
individuals with a diagnosis of Borderline Personality Disorder (BPD). Eligible 
studies are critically evaluated and synthesised with reference to existing models of 
BPD development and maintenance (Selby, Fehling, Panza, & Kranzler, 2016), and 
transdiagnostic processes underlying the effectiveness of mindfulness (Roemer & 
Orsillo, 2002). Questions relating to efficacy, effectiveness, and acceptability are 
explored. 
 
Section B describes a randomised controlled trial and qualitative observational study 
exploring the feasibility of a novel four-session transdiagnostic MBI developed for 
secondary care mental health service-users; Living Well With Mindfulness 
(LiveMind). Questions concerning rates of recruitment, retention, acceptability, and 
preliminary effectiveness are reported.  
 
Section C contains additional information and appendices 
 
 
 
 
 
 
 
 
 
 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 
 
4 
Contents 
SECTION A: LITERATURE REVIEW PAPER 6 
Abstract 7 
Introduction 8 
Evidence-base for BPD interventions 8 
Mindfulness-Based Interventions 10 
Aims of this review 12 
Method 13 
Eligibility criteria 13 
Search strategy 14 
Data collection process 15 
Assessment of study quality 15 
Analysis 16 
Results 18 
Characteristics of studies 19 
Characteristics of samples 22 
Characteristics of Interventions 22 
What evidence is there for the efficacy of MBIs for adults with a diagnosis of BPD? 24 
BPD symptom severity. 24 
Comparison with existing psychotherapeutic interventions 27 
Depression 29 
Anxiety, dissociation, emptiness and affect instability 29 
Irritability and anger 30 
General distress. 31 
Attentional control, mindful awareness and meta-cognitive awareness. 31 
What evidence of MBI acceptability is there for adults with a diagnosis of BPD? 32 
What evidence is there for a dosage effect of MBIs? 33 
What can experimental research tell us about the efficacy of mindfulness for individuals 
with a diagnosis of BPD? 34 
Discussion 36 
Summary of results 36 
Comparison with the wider literature 37 
Implications for research and practice 38 
Strengths and limitations of the findings 39 
Conclusion 40 
References 42 
SECTION B: EMPIRICAL RESEARCH STUDY 54 
Abstract 55 
Introduction 56 
Methods 61 
Design 61 
Ethical and governance approvals 62 
Participants 62 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 
 
5 
Measures 65 
Intervention development and overview 69 
Procedure 70 
Data analysis 72 
Roles and responsibilities 74 
Results 74 
Recruitment 74 
Retention 75 
Acceptability 78 
Potential for impact 83 
Discussion 88 
Strengths and limitations of the findings 90 
Conclusion 91 
References 92 
SECTION C: APPENDIX OF SUPPORTING MATERIAL 102 
Materials related to section A 103 
Appendix A: Contents of each electronic database searched 103 
Appendix B: Full-text article screening records 104 
Appendix C: Graphic presentation of quality appraisal scores 107 
Materials related to Section B 108 
Appendix D: Sequence of events 108 
Appendix E: My original research proposal 109 
Appendix F: Outcome evaluation by the course team for my original research proposal
 110 
Appendix G: The second version of my original research proposal, following the 
outcome evaluation by the course team 111 
Appendix H: My fully worked up research protocol, based on my original research 
proposal, and developed according to my local trust’s R&D practice 112 
Appendix I: Approval from the course team for extra funds for my original proposal 113 
Appendix J: REC provisional approval for my original research proposal 114 
Appendix K: HRA approval for my original research proposal 115 
Appendix L: My revised research proposal 116 
Appendix M: Outcome evaluation by the course team for my revised research proposal
 117 
Appendix N: LiveMind course protocol 118 
Appendix O: LiveMind REC approval 155 
Appendix P: LiveMind outcome measures 156 
Appendix Q: SPSS syntax for analysis 217 
Appendix R: qualitative theme development 220 
Appendix S: SPSS output 226 
Appendix T: Draft end of study letter for participants 238 
Appendix U: Planned dissemination strategy 240 
Appendix V: Author guidelines for Mindfulness 241 
Appendix W: Critical appraisal 262 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 
 
6 
 
 
  
 
 
 
 
 
SECTION A: LITERATURE REVIEW PAPER 
 
 
 
 
What effects do mindfulness-based interventions have for adults 
with a diagnosis of Borderline Personality Disorder: A 
systematic review and meta-analysis? 
 
Word Count: 7581 
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Abstract 
Secondary Care NHS services brief Mindfulness-Based Interventions (MBIs) are 
increasingly offered. However, little is known about their effectiveness in this context. 
This study explores the effects of MBIs for adults with a commonly encountered 
secondary care presentation: Borderline Personality Disorder (BPD). Six electronic 
databases were systematically searched with keywords, and 15 reports of 11 studies 
were selected for inclusion. Eligibility criteria stipulated that studies were investigating 
either MBIs (n=8), or brief manipulations of mindfulness (n=3), and had recruited 
adults with a confirmed diagnosis of BPD. A meta-analysis of four studies revealed a 
statistically significant, medium sized effect of MBIs on BPD symptom severity. This 
was significantly larger than the effect of the leading intervention for BPD: Dialectical 
Behaviour Therapy. Empirical evidence also indicated that MBIs led to positive 
outcomes on a range of mood variables and impulsivity for adults with BPD. Several 
candidates for mediators were explored and preliminary evidence suggested that higher 
levels of MBI input may be linked with better outcomes. Limitations include small 
sample sizes, high drop-out, and a wide range of outcome measures across studies. 
Service providers and clinicians should focus on promoting engagement to MBIs, and 
further research should investigate the acceptability of MBIs for this population in a 
naturalistic setting (i.e. everyday clinical practice).  
 
Keywords: borderline personality disorder, mindfulness, positive mental health  
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Introduction 
Borderline Personality Disorder (BPD) is characterised by a pervasive pattern of 
instability in affect regulation, impulse control, self-image and interpersonal 
relationships (American Psychiatric Association [APA], 2001; 2013). The prevalence 
of BPD in the general population is estimated to be around 0.7% (Coid, Yang, & 
Tyrer, 2006), and the rate of diagnosis is higher for women than for men (APA, 
2013). Between 90-97% of people with BPD have a comorbid condition (Pfohl et al. 
1986). Common comorbidities include depression, anxiety, bipolar disorder (the 
symptoms of which are often confused with BPD) eating disorders, alcohol or drug 
misuse, and post-traumatic stress disorder (National Institute for Clinical and Health 
Excellence [NICE], 2009).  
Clinical signs of BPD include marked functional impairment (Skodol, et al., 
2005), emotion dysregulation, repeated self-injury, impulsive aggression, and chronic 
suicidal tendencies (Lieb, Zanarini, Schmahl, Linehan, & Bohus, 2004). Compared to 
other personality disorders, anxiety disorders, and mood disorders, BPD is diagnosed 
increasingly in mental health settings (Beckwith, Moran, & Reilly, 2014). Having a 
diagnosis of BPD is correlated with markedly high levels of service utilisation 
(Ansell, Sanislow, McGlashan, & Grilo, 2007; Bender, et al., 2001). BPD is also 
often considered to be unresponsive to treatment or therapy (National Institute for 
Mental Health in England, 2003), suggesting that more empirical evidence is needed 
to inform clinical decision-making around how to best support this population. 
Evidence-base for BPD interventions  
Guidelines for the treatment and management of BPD recommend 
psychotherapy accompanied by symptom-targeted pharmacotherapy (NICE, 2015). 
The psychotherapy approach or model is not specified by the guidelines unless 
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reducing self-harm is a priority, in which case Dialectical Behaviour Therapy (DBT; 
Linehan, 1993a) is the leading treatment (NICE, 2015). In all other cases, the 
guidelines recommend that psychotherapy is provided within a coherent theoretical 
framework and a structured programme of other inputs, with access to support 
between sessions (NICE, 2015). The first version of this guideline appraised the 
evidence base as “relatively poor” (NICE, 2009). Surveillance reviews of the 
evidence in relation to this guideline have reported uncertainty over drug treatment, 
the cost effectiveness of psychological interventions, and screening for BPD based on 
systematic review evidence published up to October 2014 (NICE, 2015). However, 
no changes have been made to the guidelines since they were first published.  
Meta-analytic evidence published after October 2014 suggests that 
interventions delivered via group-based sessions lead to significant reductions in 
depression and self-harm, and improved social functioning, while interventions 
offering individual sessions do not (Omar, Tejerina-Arreal, & Crawford, 2014). 
Group-based therapies for BPD are used extensively in healthcare settings (Lorentzen 
& Ruud, 2013), and may present an economically favourable alternative to individual 
therapies. A systematic review investigating the evidence of effectiveness for group 
therapies for BPD suggested that they offer a promising platform on which 
interpersonal difficulties can be normalised and addressed (Droscher, Startup, 
Petfield, Horsman, & Cartwright-Hatton, 2014). The meta-analysis in this study, of 
RCT evidence revealed a medium to large effect on measures of BPD symptom 
severity for Schema Focused Therapy (SFT; Young, Klosko, & Weishaar, 2003) and 
Emotion Regulation Group Training (ERGT; Gratz & Gunderson, 2006), and a small 
to medium effect for Mentalization-Based Treatment (MBT; Bateman & Fonagy, 
2004).  
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In addition, meta-analyses for Systems Training for Emotional Predictability 
and Problem Solving for Borderline Personality Disorder (STEPPS; Bartels & Crotty, 
1992) and DBT studies revealed large confidence intervals around the pooled effect 
estimates, and these included one indicating a degree of imprecision and no reliable 
evidence of a difference in BPD symptom severity between these interventions and 
their control conditions (Droscher, Startup, Petfield, Horsman, & Cartwright-Hatton, 
2014). The guideline recommending DBT for BPD is based on evidence that this 
approach is effective in reducing self-harm in women (NICE, 2015). However, the 
longer term social and vocational outcomes following DBT are moderate at best 
(McMain, Guimond, Cardish, Streiner, & Links, 2012).  
Given the length of the DBT intervention (i.e. 12 months; Linehan 1993a), 
and the high rate of drop out (i.e. 43% more likely than a control, with the true 
population effect between 66% less likely and 315% more likely; Droscher, Startup, 
Petfield, Horsman, & Cartwright-Hatton, 2014), services appear to be continuing to 
expend substantial resources with the possibility of little apparent benefit (Palmer, 
2002). Outcome data for brief interventions is limited (McMain, Guimond, Barnhart, 
Habinski, & Streiner, 2016), and their role in the treatment of BPD is unclear (Omar, 
Tejerina-Arreal, & Crawford, 2014). In the absence of reliable evidence informing 
practice, therapeutic optimism diminishes (King, 2014). Therefore there is a need for 
further research examining the impact of innovative and acceptable interventions.  
Mindfulness-Based Interventions 
Mindfulness-based interventions (MBIs) appear to meet NICE 
recommendations for BPD psychotherapies (NICE, 2015) in that they are frequently 
offered as an adjunct to other therapeutic inputs (e.g. Lee, et al., 2007) and are 
informed by a coherent theoretical framework that draws on contemplative traditions, 
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science, medicine, psychology and education (Crane, et al., 2016). Mindfulness is a 
state of consciousness characterised by the self-regulation of attention towards 
current experiences coupled with an acceptance of these experiences (Bishop, et al., 
2004). Individuals are encouraged, during an MBI, to develop a new relationship with 
their experiences through mindfulness meditation practices that offer an opportunity 
to experiment with present-moment focus, decentering and an approach orientation 
(Crane, et al., 2016).  
It has been suggested that the encouragement within mindfulness practices to 
approach, rather than avoid, moment-to-moment internal and external experiences 
can enable a disengagement from maladaptive patterns of intrusive negative thinking 
(Roemer & Orsillo, 2002). Increased mindfulness capacity has also been linked with 
reduced impulsive behaviour (Zylowska, et al., 2008), emotional reactivity (Feliu-
Soler, et al., 2014), and enhanced executive attention in situations requiring 
emotional self-regulation (Fernandez-Duque, Baird, & Posner, 2000). Mindfulness is 
implicated in the development and maintenance of BPD (Selby, Fehling, Panza, & 
Kranzler, 2016), indicating that MBIs may have the potential to alleviate some of the 
problems experienced by individuals with BPD. 
Clinical opinion suggests that treatment of BPD can be beneficial by 
alleviating co-morbid conditions (NICE, 2009), and MBIs have a strong evidence-
base for reducing vulnerability to stress and emotional distress (Kabat-Zinn, 1982; 
Grossman, Niemann, Schmidt, & Walach, 2004), as well as the recurrence of 
depression (Teasdale, et al., 2000; Ma & Teasdale, 2004; Kuyken, et al., 2008). MBIs 
may also address drop-out, a key limitation of existing interventions, by fostering 
engagement-promoting qualities such as compassion, wisdom, joy, and equanimity 
(Brown, Ryan, & Creswell, 2007; Crane, et al., 2016).  
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Mindfulness meditation practice has been incorporated into DBT, and this 
aspect of the intervention is reportedly one of the most practiced of all the skills 
taught (Lindenboim, Comtois, & Linehan, 2007) suggesting that mindfulness may be 
acceptable to a BPD population. However, the unique contribution of mindfulness to 
DBT remains unclear (Sng & Janca, 2016; Chafos & Economou, 2014). Given the 
pervasiveness and chronicity of BPD, and encouraging evidence linking mindfulness 
deficits to some of the difficulties experienced by this population, it is unsurprising 
that this area has become the focus of intensifying study. Two reviews have 
investigated MBIs for BPD and both concluded that further research was needed to 
draw firm conclusions due to the paucity of studies, small sample sizes with 
underpowered statistical analyses, unclear eligibility criteria around BPD diagnoses, 
and few outcomes in common across studies (Sng & Janca, 2016; Chafos & 
Economou, 2014). Several RCTs of MBIs for BPD have been published since the 
date of the most recent review’s literature search, and outcomes relating to BPD 
symptom severity from MBIs have not previously been subjected to meta-analytic 
aggregation, indicating that an updated review is timely. 
Aims of this review 
In sum, although a very popular treatment, it remains unclear whether MBIs 
are effective for reducing BPD symptom severity. Therefore, the primary goal of the 
present review was to explore the efficacy of MBIs for decreasing BPD symptom 
severity in a BPD population. This review also sought to compare the effect of MBIs 
on BPD symptom severity with the effects of existing psychotherapeutic 
interventions with a group component on BPD symptom severity. Additional aims 
were to investigate the effect of MBIs on various indices of mood and attention, 
assess the acceptability of MBIs, and explore whether participants who received 
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greater mindfulness input tended to report greater clinical change compared to 
participants who received less mindfulness input. Finally, a goal of this review was to 
explore what experimental studies can tell us about the immediate effects of a brief 
manipulation of mindfulness for adults with a diagnosis of BPD.  
 
Method 
A systematic search and review (Grant & Booth, 2009) was used to locate the 
best evidence available in this field. Meta-analysis (Grant & Booth, 2009) was 
considered appropriate for the primary question of this review as individual studies 
were small, lacking power to detect an effect. Meta-analysis increased the power of 
the test, improved precision, and settled controversies in the literature by formally 
assessing the degree of conflict between studies. Meta-analysis was deemed 
inappropriate for secondary research questions and a narrative approach (Grant & 
Booth, 2009) to synthesizing research evidence was used. 
Eligibility criteria 
Studies were selected if: (1) primary research was presented in English, (2) 
the intervention used mindfulness meditation practice as the core element; including 
it in all therapy sessions and recommending between session practice, (3) at least 
80% of the studies’ sample, or a specified sub-sample, met criteria for BPD according 
to the DMS-5 (APA, 2013), or equivalently Emotionally Unstable Personality 
Disorder (EUPD) according to ICD-10 (WHO, 2008), and (4) outcome measures 
were related to one of the questions posed by this review. Quantitative studies were 
included in the meta-analysis if they provided sufficient independent data on a 
measure of BPD symptom severity to perform effect size analyses (i.e. means and 
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standard deviations, t or F values, change scores, frequencies, or probability levels). 
Where insufficient data was reported, corresponding authors were contacted.  
Studies were excluded if recruitment was based on the general concept of 
borderline personality organisation (i.e. individuals with a diagnosis of BPD, a 
suspected diagnosis of BPD, or BPD traits) as too broad a diagnostic concept may 
have obscured important distinctions within treatment implications (Holzman & 
Perry , 2016). Studies were also excluded if the MBI was delivered alongside either 
DBT or Acceptance and Commitment Therapy (Hayes, Strosahl, & Wilson, 1999), as 
the presence of multiple components in these lengthy intervention programmes (i.e. 
individual therapy, mindfulness-based group skills training, telephone coaching, and 
a therapist consultation team), make them less comparable with other MBIs. 
Dismantling studies of DBT were included where the above inclusion criteria were 
met. 
As the number of studies that met these inclusion criteria was felt to be 
somewhat limited (n=8), laboratory-based studies that had examined, experimentally, 
the effects of a brief manipulation of mindfulness on emotional and behavioural 
processes indicative of psychological health for adults with BPD or EUPD were also 
included.  
Search strategy 
Six electronic databases (Psycharticles, Psychinfo, Medline, Web of science, 
the Cochrane library, and Prospero) were searched from inception to June 30, 2016 
using keywords: borderline personality disorder, or emotionally unstable personality 
disorder, or complex trauma, or emotional intensity disorder AND mindfulness. For 
details of the contents of each database, see Appendix A. Google Scholar was used to 
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identify additional articles that had cited an included study and reference lists from 
included reports and previous reviews were systematically searched by hand.  
Electronic search results were collated using RefWorks, and duplicates were 
cautiously removed before title screening. Any obviously irrelevant records were 
marked for exclusion and abstracts of the remaining records were examined. In cases 
where it was unclear whether eligibility criteria had been met, full text articles were 
retrieved so that additional details could be checked. Multiple reports of the same 
study were identified and marked to avoid double counting of data (Tramer, 
Reynolds, Moore, & McQuay, 1997). 
Data collection process 
Study data were extracted from each report twice to minimise the likelihood 
of human error, and entered into a spreadsheet where it was cleaned (i.e. checked for 
anomalies and implausible data). Information was extracted based on the 
characteristics of the study (i.e. publication year, authors, design, randomization, 
binding, therapist qualifications, and time to follow-up) and the standard PICO 
information (see table 1).  
Where no total scaled score was available for a measure of BPD symptom 
severity, and a choice of subscales was needed for inclusion in the meta-analysis, 
priority was given to subscales measuring distress as this seemed most clinically 
relevant. Where intent-to-treat (ITT) and per protocol (PP) analyses were reported, 
the ITT data were extracted, providing a more conservative estimate of treatment 
effects.  
Assessment of study quality 
Methodological quality was assessed using a quality scale that had been used 
in a systematic review of mindfulness-based stress reduction for healthy individuals 
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(Khoury, Sharma, Rush, & Fournier, 2015). This scale consisted of ten items (Table 
2), and the scoring system gave each study with a summary score out of 10. Study 
quality was assessed by the author and an independent researcher. Percentage 
agreement between the two researchers (97%) indicated good inter-rater reliability 
and any disagreement was settled through a discussion.  
Table 1. Information extracted from eligible studies 
 
Analysis 
The characteristics of included studies and their samples, interventions and 
outcome measures were outlined with descriptive statistics. The effect of MBIs, 
compared to a control, on BPD symptom severity was assessed using meta-analysis. 
Given the clinical, methodological and statistical heterogeneity across studies, a 
random-effects model of meta-analysis was chosen (Glass, 1976; Nikolakopoulou, 
Mavridis, & Salanti, 2014). Revman (2014) was used to conduct the meta-analysis 
using post-intervention means, their standard deviations, and sample size for each 
group. The size of the effect (Hedge’s g and its 95% confidence interval) was 
interpreted according to Cohen's (1988) rule of small (0.2), medium (0.5), and large 
(0.8), and a forest plot was created to illustrate the findings. Effect sizes were 
Study element Information extracted 
Participants Sample size, gender, age, diagnosis, and rate of attrition 
Interventions Name, number and duration of sessions, rate of drop-out 
Control conditions Type (i.e. active or passive), number and duration of sessions if 
active 
Outcomes Pre- and post- intervention means and standard deviations, plus for 
measures of BPD symptom severity; t or F values, change scores, 
frequencies, or probability levels 
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compared with the findings from a previous review (Droscher, Startup, Petfield, 
Horsman, & Cartwright-Hatton, 2014) to assess efficacy of MBIs relative to the 
evidence-based psychotherapies for BPD with a group component reported (e.g. 
DBT, MBT, SFT, ERGT, and STEPPS). A narrative approach was used to synthesise 
data relating to the impact of MBIs on BPD symptom severity in uncontrolled 
studies, measures of mood and impulsivity, rates of drop-out, and proposed 
mechanisms of the effect of MBIs.  
Quality criteria 
1 Did the study draw comparisons with a control group? 
2 Did the control group take part in a comparable treatment? 
3 Did the study adhere to an established treatment protocol? 
4 Did the study administer measures at follow up? 
5 Did the study use validated outcome measures? 
6 Were the therapists clinically trained (i.e. clinical psychologists, trainees in clinical 
psychology, or social workers)? 
7 Were the therapists trained in mindfulness (i.e. formal training in validated protocols, 
or mindfulness meditation training/ experience)? 
Additional criteria for controlled studies only: 
8 Was the study described as randomized? 
9 Did participants in both groups spend an equal amount of time in treatment? 
10 Were the experimenters blinded to condition (mindfulness or control) and/or were 
participants blinded to the study hypotheses? 
Table 2. Quality rating scale 
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Results 
Of the 1,221 records identified as potentially relevant by the electronic 
databases searched, 15 papers, covering 11 separate studies met eligibility criteria and 
were included in the review (Figure 1). For the final stage of full-text screening see 
Appendix B. Seventy-three percent of these studies (n=8) had not been included in a 
previous systematic review of treatments for BPD (e.g. Sng & Janca, 2016; Chafos & 
Economou, 2014), supporting the case for this review being needed.  
Figure 1. Prisma flow chart illustrating different phases of the systematic review 
Records identified through 
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Additional records identified 
through other sources 
(n = 934) 
Ref. lists of eligible studies n = 467  
Ref. lists of past reviews n=78 
Citations of eligible studies n = 389 
Experts in the field n=1 
Records after duplicates removed 
(n = 1023) 
Records screened 
(n = 1023) 
Records excluded 
(n = 1001) 
Full-text articles 
assessed for eligibility 
(n = 22) 
Full-text articles 
excluded, with 
reasons (n = 7) 
Not BPD (n = 3) 
Not a MBI (n = 1) 
DBT (n = 1) 
Not in English (n = 2) 
Included in review  
(15 reports of 11 studies) 
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Characteristics of studies 
Key characteristics of included studies are displayed in Table 3. The review 
found four naturalistic RCTs (Soler, et al., 2009; Elices, et al., 2016; Feliu-soler, et 
al., 2016; Kramer, et al., 2016), two non-randomised controlled trials (Soler, et al., 
2012; Feliu-Soler, et al., 2014), and two uncontrolled pre-post studies (Federici, 
2008; Sachse, Keville, & Feigenbaum, 2011). Studies with these designs have the 
potential to clarify directional links between MBIs and a range of measures of 
psychological wellbeing. The review also found one independent-groups 
experimental RCT (Sauer & Baer, 2012), and two multi-methods quasi-experimental 
studies (Kuo, Fitzpatrick, Metcalfe, & McMain, 2016; Scherpiet, et al., 2015). 
Studies with these laboratory-based designs have the potential to isolate, 
experimentally, the immediate effects of a brief exposure to mindfulness on various 
indices of emotional and behavioural functioning. Relative quality ratings are 
considered in detail as each research questions is addressed. See Appendix C for a 
graphic presentation of quality appraisal scores.  
Five studies were linked by common authors and conducted at the same 
university hospital in Spain (Feliu-soler, et al., 2016; Feliu-Soler, et al., 2014; Elices, 
et al., 2016; Soler, et al., 2009; Soler, et al., 2012). Two studies were conducted in 
Canada (Federici, 2008; Kuo, Fitzpatrick, Metcalfe, & McMain, 2016), one was 
conducted in Switzerland (Scherpiet, et al., 2015), and the remaining three studies 
were conducted in Europe (Kramer, et al., 2016; Sachse, Keville, & Feigenbaum, 
2011), or America (Sauer & Baer, 2012).   
 
  
 
 
Study Total 
sample 
size 
Mindfulness intervention 
(n) 
Control (n) BPD symptom 
severity measure(s) 
Other outcome measures relevant 
to this review 
Quality 
rating 
Elices et al. (2016) 64 Mindfulness training 
based on DBTm (32) 
Active (interpersonal 
effectiveness skills 
training; 32) 
BSL23  
 
Mindfulness (FFMQ) 8 
Federici (2008) 
 
33 Mindfulness training 
based on DBTst (33) 
None BEST 
 
Mindfulness (KIMS), depression 
(BDI-II), anxiety (BAI), and 
anger (STAXI) 
3 
Feliu-Soler et al. 
(2014) 
35 Mindfulness training 
based on DBTm (18) 
Inactive (treatment as 
usual; 17) 
BSL23 (ITT & PP) 
 
Decentering (EQ), and depression 
(HRSD-17) 
5 
Feliu-Soler et al. 
(2016) 
32 Mindfulness 
continuation training 
(16) 
active (loving kindness/ 
compassion meditation; 
16) 
BSL23 (ITT & PP) 
 
Mindfulness (PHLMS) 7 
Kramer et al. 
(2016) 
41 Mindfulness training 
based on DBTst (21) 
Inactive (treatment as 
usual; 20) 
OQ-45 
 
None 7 
Kuo et al. (2016) 55 Momentary mindful 
awareness 
Active (distraction), and 
inactive (react as 
normal) 
None Physiological signs of emotional 
functioning (heart rate, 
electrodermal activity, 
and respiratory sinus arrhythmia) 
3 
Sachse et al. (2011) 30 Mindfulness training 
based on MBCT (22) 
None None Mindfulness (FFMQ), depression 
(BDI-II), and anxiety (STAI) 
3 
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Table 3. Key Characteristics of studies included in the review
Sauer & Baer 
(2012) 
40 Momentary mindful self-
focus (20) 
Active (ruminative self-
focus; 20) 
None Anger (PANAS-X), distress 
tolerance (PASAT-C) 
1 
Scherpiet et al. 
(2015) 
38 Momentary mindful self-
reflection 
Active (cognitive self-
reflection), and inactive 
(neutral) 
None Brain activation patterns (fMRI), 
mindfulness (FMI, MAAS) 
1 
Soler et al. (2009) 59 Mindfulness training 
based on DBTst (29) 
Active (standard group 
therapy; 30) 
CGI-BPD 
 
Depression (HRSD-17), anxiety 
(HRSA), and anger 
8 
Soler at al. (2012) 59 Mindfulness training 
based on DBTm (40) 
Inactive (treatment as 
usual; 19) 
None Mindfulness (FFMQ), 
decentering (EQ), depression 
(HRSD-17), and anxiety (POMS) 
6 
Notes. Follow-up data were available for Federici (2009) only. BSL-23 = Borderline Symptom List, FFMQ = Five Facet Mindfulness 
Questionnaire, EQ = Experiences Questionnaire, BPRS = Brief Psychiatric Rating Scale, HRSD-17 = Hamilton Rating Scale-Depression, PHLMS 
= Philadelphia Mindfulness Scale, OQ-45 = Outcome Questionnaire, CHI-BPD = Clinical Global Impression-Borderline Personality Disorder, 
HRSA = Hamilton Rating Scale-Anxiety, BEST = Borderline Evaluation of Severity over Time, BAI = Beck Anxiety Inventory, BDI-II = Beck 
Depression Inventory, KIMS = Kentucky Inventory of Mindfulness Skills, STAI = State-Trait Anxiety Inventory, STAXI = State-Trait Anger 
Expression Inventory, PANAS-X = Positive and Negative Affect Schedule, PASAT-C = Paced Auditory Serial Addition Test, fMRI = functional 
Magnetic Resonance Imaging, FMI = Freiburg Mindfulness Inventory, MAAS = Mindful Attention and Awareness Scale. 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 22 
Characteristics of samples 
Sample sizes ranged from 30 to 64. Given the links found between authors and 
study sites, scrutiny of the independence of samples seemed important. Comparison 
of key characteristics and recruitment methods indicated that ten of the eleven 
samples were independent. However, Feliu-soler, et al., (2016) recruited a subset (i.e. 
those who completed the intervention) of the sample from their earlier study (2014). 
To avoid double counting of individuals, the following sample characteristics do not 
include the Feliu-soler et al. (2016) sample (n=32). Within randomized studies, no 
statistically significant differences were reported between groups for any participant 
characteristics, indicating that randomization had been successful in creating two 
comparable groups. Eligibility criteria across studies were similar, supporting the 
comparisons of findings. Diagnoses of BPD were made using validated assessment 
tools (i.e. SCID-II, DIB-r etc.), and the representativeness of samples to the BPD 
population in clinical settings was also fairly good in terms of multiple co-morbid 
mental health problems. However, the ratio of women to men in the studies included 
(9:1) was somewhat higher than estimates from the general population (4:1; Oldham, 
2004). In addition, studies typically excluded individuals who were assessed as being 
at increased risk of self-harm, which may have lowered the average severity of risk. 
Characteristics of Interventions 
All therapeutic interventions used mindfulness as the core component of 
treatment; mindfulness exercises were practiced in every session and regular 
mindfulness practice at home was encouraged. Interventions were based on 
components of DBT (Linehan, 1993a; 1993b), or were adapted from MBCT 
(Teasdale, Segal, Williams, Ridgeway, Soulsby, & Lau, 2000). One study delivered a 
novel intervention (Feliu-soler et al., 2016). Therapy sessions varied in duration and 
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adaptations that were made to the original therapy protocol, making it more suitable 
for adults with a diagnosis of BPD (Table 4).  
Table 4 Intervention duration and adaptations from original therapy protocols 
Experimental mindfulness induction exercises were all momentary (i.e. 1,000 
to 2,000 milliseconds), and consisted of mindful awareness or self-reflection 
prompted by verbal or on-screen instructions. Findings in relation to each of the 
research questions will now be considered in turn.  
Study Therapy 
protocol 
Duration Adaptations 
Elices et al.  
(2016) 
DBTm 25 hrs (10 X 
150 mins) 
Longer duration (no module repetition), briefer 
meditation practices, inclusion of acceptance skills 
taken from the distress tolerance module 
Federici 
(2008) 
DBTst 40 hrs (20 x 
120 mins) 
Shortened duration (no module repetition) Inclusion of 
pre-treatment orientation session. Inclusion of an 
additional module on dialectics 
Feliu-Soler 
et al. (2014) 
DBTm 20 hrs (10 x 
120 mins) 
Longer duration (10 versus 4), inclusion of acceptance 
skills taken from the distress tolerance module 
Feliu-Soler 
et al. (2016) 
Novel 
intervention 
6 hrs (3 x 
120 mins) 
n/a 
Kramer et 
al. (2016) 
DBTst 30 hrs (20 X 
90 mins) 
Shortened duration (no module repetition) 
Sachse et al. 
(2011)  
MBCT 20 hrs (8 x 
150 mins) 
Longer duration (20 versus 8), longer sessions (180 
minutes versus 120 minutes), a narrower range of 
mindfulness exercises (no silence or bells exercises), 
and extended psycho-education (covering anxiety and 
general distress as well as depression) 
Soler et al. 
(2009) 
DBTst 26 hrs (13 x 
120 mins) 
Shortened duration (no module repetition), inclusion of 
printout of reinforcement exercises 
Soler at al. 
(2012) 
DBTm 16 hrs (8 x 
120 mins)  
Briefer meditation practices with self-determined length 
and instructions to continue for at least one more minute 
after deciding to finish early 
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What evidence is there for the efficacy of MBIs for adults with a diagnosis of 
BPD? 
BPD symptom severity. Four RCTs examined the efficacy of an MBI on 
BPD symptom severity relative to interpersonal effectiveness skills training (Elices, et 
al., 2016), standard group therapy (Soler, et al., 2009) or treatment as usual controls 
(Feliu-Soler, et al., 2014; Kramer, et al., 2016). A random effects meta-analysis on the 
between group, post-intervention effect sizes across all four RCTs revealed a medium 
sized pooled effect estimate (g = -0.77, 95% CI -1.14 to -0.41), with significantly 
lower symptoms for MBI than control participants. Only three of these studies found 
significant positive intervention effects based on an alpha level of .05 (Elices, et al., 
2016; Feliu-soler, et al., 2014; Kramer, et al., 2016). Figure 2 shows a forest plot of 
the respective four effect sizes. Across study heterogeneity in effect sizes was low 
(Tau2 =0.05 with I2 = 35%, χ2 = 4.50, p = 0.20), suggesting that it was appropriate to 
pool these studies. Figure 3 shows a funnel plot of the four effect sizes and 
asymmetry can be seen; studies with small sample sizes and small or negative effect 
sizes are lacking. However, this is a small number of studies for a meta-analysis and 
so it is likely that publication bias would be difficult to spot.  
 
Figure 2. Forest plot of symptom severity effect estimates 
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This meta-analysis provides some evidence that, on average, MBIs are more 
effective than either a passive or an active control condition at reducing the severity 
of BPD symptoms. The studies included in this analysis were given good quality 
ratings (mean = 7), largely due to their robust RCT design allowing for the 
examination of the MBI relative to a control condition. However, one study reported a 
trend towards a significant difference (p= 0.06) in the number of Axis I co-morbid 
disorders between groups (Kramer, et al., 2016), where participants in the control 
group had a higher number than the intervention group. This was not controlled for in 
the analysis on the basis that the number of central BPD symptoms and number of 
axis II co-morbid diagnoses were comparable between groups. In addition, the control 
group did not experience the same number of contact hours with professionals. 
Therefore, the changes observed may have been related to this, rather than to the 
content of the mindfulness-based intervention.  
 
Figure 3. Funnel plot of effect sizes included in the meta-analysis 
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By using an active control group, two of the RCTs in this meta-analysis 
increase the likelihood that specific therapeutic factors (i.e. mindfulness techniques 
and practices) led to the effect, as non-specific therapeutic factors (i.e. therapeutic 
alliance and therapist competence) were controlled for. Only one of these studies 
presented follow-up data (Kramer, et al., 2016) which indicated that the observed 
effects did not last for three months. However, we cannot be sure about the longevity 
of this intervention given the paucity of follow-up data from RCTs. Conclusions are 
also limited by small samples across the four RCTs (total n = 186), and so the 
findings should be generalized with caution. 
Another RCT examined the efficacy of a brief continuation of a MBI relative 
to an alternative treatment at reducing BPD symptom severity (Feliu-Soler, et al., 
2016). Data from this study was not aggregated in the above meta-analysis as 
participants were recruited from the completer subgroup of an earlier study that was 
included (Feliu-Soler, et al., 2014), and so the data did not meet the meta-analytic 
assumption of independence. No effect of MBI was found on a measure of BPD 
symptom severity and pre-post differences in BPD symptom severity were non-
significant for participants allocated to the MBI group. However, pre-post differences 
were significant for the alternative treatment of loving kindness and compassion 
meditation, indicating that the non-significant result was unlikely to have been the 
result of a floor effect following the effectiveness of the first MBI participants 
completed. The MBI was used as a control condition in this study, and as participants 
were not blinded to the study hypotheses, we cannot rule out the possibility that 
results were affected by experimenter bias. Another potential mediator may be 
increases in compassion.  
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Further evidence from an uncontrolled study supports the meta-analysis 
findings by indicating that an MBI was linked to a significant reduction in BPD 
symptom severity (Federici, 2008). Follow-up data was collected in this study, and 
indicates that the gains were maintained at three months post-treatment. However, 
data were not available to calculate the correlation between pre- and post- means. 
Therefore, an effect-size calculation for comparison with the above meta-analysis, 
correcting for dependence among the means, was not possible. Also, given the within-
subjects study design (i.e. absence of a control group) in this study, we can’t be 
certain that these changes wouldn’t have occurred without the intervention.  
Taking into account the limitations described above, empirical evidence from 
studies investigating the effectiveness of MBIs for adults with a diagnosis of BPD 
indicates MBIs have the potential to be more effective at reducing BPD symptom 
severity when compared to either an active control condition or a passive control 
condition, although further research is needed including definitive trials with a 
placebo control condition to control for non-specific effects. However, empirical 
evidence from a study investigating an alternative therapy with an MBI as a control 
condition found no significant pre-post differences for the MBI group. Only two 
studies explored the longevity of the effects, and their findings were contradictory, 
suggesting again that further research is needed.  
Comparison with existing psychotherapeutic interventions. The pooled 
effect estimate from the meta-analysis described above was compared with three other 
pooled effect estimates from meta-analyses exploring the effect of interventions with 
a group component on measures of BPD symptom severity (Droscher, Startup, 
Petfield, Horsman, & Cartwright-Hatton, 2014). As this comparison data comes from 
unpublished work, caution should be taken in interpreting the findings as the study 
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has not been subject to peer review. Table five shows these effect estimates together 
with their 95% confidence intervals. The findings suggest that a MBI may have a 
larger effect than two of the leading treatments for this population; DBT and MBT. In 
addition, the confidence interval around the pooled effect estimate for DBT doesn’t 
appear to overlap with the confidence interval around the pooled effect estimate for 
MBIs. This suggests that there is a significant difference between these two 
treatments, with MBIs leading to a significantly greater reduction in BPD symptom 
severity.  
The sample used in the DBT meta-analyses (n=378) is larger than the sample 
in the MBI meta-analysis (n=199), indicating that the DBT pooled effect estimate is 
more likely to represent the real population effect. However, as DBT is the frontline 
treatment for individuals with high levels of suicidality, these studies may have 
recruited samples with more severe difficulties. Another explanation for the 
difference could be that the DBT studies were better controlled and of higher quality, 
as higher quality studies sometimes show smaller effects. An RCT that directly 
compares the effects of these two interventions on BPD symptom severity is needed 
to address this question. Nevertheless, the favorable comparison with DBT suggests, 
at least, that MBIs have promise that is worthy of further examination. Overlapping 
confidence intervals around the pooled effect estimate for MBIs, MBT, and ERGT 
indicates that there may be no difference between the effectiveness of these 
psychotherapeutic interventions on measures of BPD symptom severity, or the 
difference may be so small as to be inconsequential. 
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Intervention approach (number of RCTs 
included in the meta-analysis) 
Total 
sample size 
Pooled effect 
estimate 
(Hedge’s g) 
95% confidence 
interval 
Mindfulness-based Interventions (n=4; full 
meta-analysis described in detail above) 
199 -0.77 -1.14 to -0.41 
Dialectical Behavior Therapy (n=5)a 378 -0.16 -0.36 to 0.05 
Mentalisation-based Treatment (n=3) a 233 -0.33 -0.60 to -0.07 
Emotion Regulation Group Training (n=2) a 83 -1.19 -1.66 to -0.72 
a Data draw from unpublished MSc dissertation (Droscher, Startup, Petfield, Horsman, & 
Cartwright-Hatton, 2014). This study has not been published in a peer-reviewed journal and 
findings should therefore be treated with some caution.  
Table 5. Pooled effect estimates of psychotherapeutic interventions with a group 
component on BPD symptom severity, and their 95% confidence intervals. 
 
Depression. All three controlled studies that measured the impact of a MBI on 
depression found a significant effect of group, indicating that the MBI led to a greater 
reduction in depression scores relative to standard group therapy (Soler, et al., 2009), 
or treament as usual (Feliu-Soler, et al., 2014; Soler, et al., 2012). The pre-post 
difference in depression scores for the control group in one of these studies was non-
significant (Soler, et al., 2009) which may have inflated the significance of the group 
effect. Nevertheless, this evidence suggests that the established effect of MBIs on 
depression holds true for adults with a diagnosis of BPD. This finding is supported by 
evidence of a link between a significant decrease in depression scores and completing 
a MBI in two uncontrolled studies (Federici, 2008; Sachse, Keville, & Feigenbaum, 
2011).  
Anxiety, dissociation, emptiness and affect instability. No significant 
effects of an MBI on anxiety were found (Sachse, Keville, & Feigenbaum, 2011; 
Soler, et al., 2009; Soler, et al., 2012). However, treatment completers who reported 
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significantly improved mindfulness capacity also reported a significant reduction in 
physical dissociation experiences (Sachse, Keville, & Feigenbaum, 2011). In addition, 
the MBI was found to be superior to standard group therapy on measures of emptiness 
and affect instability, with the MBI leading to significantly greater reductions in these 
negative mood states (Soler, et al., 2009).  
Irritability and anger. A significant effect was also found in an RCT where 
the impact of a MBI on irritability was measured, indicating a greater reduction of 
irritability following the MBI relative to standard group therapy (Soler, et al., 2009). 
In an uncontrolled study, the difference between pre- and post- intervention scores on 
a measure of anger was non-significant (Federici, 2008). However, as the sample size 
in this study was small, it is possible that the effect of MBIs on anger was missed due 
to a type II error. To further investigate this effect, anger was measured before and 
after an experimental procedure designed to elevate angry feelings and then facilitate 
a period of self-focus that was either ruminative or mindful in nature (Sauer & Baer, 
2012). Findings from this study indicated that the positive effect of mindful self-focus 
on anger ratings following the anger induction was significantly greater than the 
positive effect of ruminative self-focus. This supports the idea that rumination may 
underpin psychological difficulties and mindfulness may be a potentially therapeutic 
strategy. In a second part of the study, participants were then asked to complete a 
frustrating computer task, and those who had been allocated to the mindful self-focus 
group demonstrated an increased willingness to tolerate the distress associated with 
this task compared to the rumination group. The increased control over independent 
variables in experimental studies such as this one enables stronger conclusions about 
causal effects to be drawn. However, as the number of studies (n=3) and their sample 
sizes are both small, we need to exercise caution about the extent to which we can be 
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confident that MBIs have a positive impact on irritability and anger for this 
population and further research, including definitive randomised controlled trials with 
placebo control groups are now needed.  
General distress. In a RCT where coping style was measured, significant 
post-intervention increases were observed in relatedness coping where stressors were 
appraised as a challenge, and decreases in autonomy coping where stressors were 
appraised as a threat (Kramer, et al., 2016). Further analysis of this data revealed that 
these changes predicted the changes in general distress and borderline 
symptomatology. 
Attentional control, mindful awareness and meta-cognitive awareness. 
Participants who completed a MBI demonstrated significantly enhanced attentional 
control (STROOP test), indicating a correlation between these variables (Sachse, 
Keville, & Feigenbaum, 2011). This provides tentative support for an attentional 
model of the effects of mindfulness in BPD. Evidence of a significant positive effect 
of MBI on inattention variables (Soler, et al., 2012) provides further support for this 
model and the theory that attentional mechanisms may underpin core mindfulness 
skills. A correlation was also found between MBIs and increases in mindful 
awareness (Sachse, Keville, & Feigenbaum, 2011; Federici, 2008), that was supported 
by evidence from a RCT suggesting a causal link between MBIs and increases in 
mindful awareness (Elices, et al., 2016). However, without a mediation analysis, we 
cannot be sure that these results did not occur by chance.  
Another potential mediator is meta-cognitive awareness (i.e. the ability to 
decenter from thoughts or feelings and view them as passing events rather than 
identifying with them or believing that they accurately represent reality). RCT 
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evidence (Feliu-Soler, et al., 2014) suggests that participants in the MBI group had 
significantly improved in their ability to decenter over time, and although the group 
effect was just shy of statistical significance (p=0.06), it is possible that this trend is 
highlighting a mediator. Decentering was also measured in a larger RCT and a 
regression analysis indicated that changes in decentering capacity explained 27% of 
BPD symptom severity change (Elices, et al., 2016). These findings are promising as 
they indicate the potential for a mediator in this population which could support the 
targeting of MBIs. 
  In summary, the evidence suggests that MBIs may have a positive effect on 
mood and attention, as measured by a range of indices. The evidence of a positive 
effect of an MBI is strongest for depression outcomes where a consensus was found 
between robust RCT and experimental study findings. This is interesting as arguably 
the effects of MBIs on mood problems are particularly strong in the wider clinical 
literature (Hoffman, Sawyer, Witt & Oh, 2010). No negative changes on any mood 
measures were found following an MBI indicating that even where mindfulness is not 
associated with a significant improvement in a mood state, nor is it associated with a 
worsening of symptoms.  
What evidence of MBI acceptability is there for adults with a diagnosis of BPD? 
Rates of dropout from a MBI were only reported across 50% of the 
intervention studies included in this review. In one study, a series of plots illustrating 
post-intervention outcomes for the MBI group contained data points for only 11 out of 
the 18 participants, although no data relating to treatment dropout was reported 
(Feliu-Soler, et al., 2014). This lack of reporting around rates of dropout from the 
intervention raises questions about treatment acceptability. From the data available, 
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rates of dropout from MBI studies in this review (15-24%) were broadly comparable 
with studies of other interventions with a group component for adults with BPD (e.g. 
Droscher, Startup, Petfield, Horsman, & Cartwright-Hatton, unpublished data). 
Comparison of the dropout across different treatment conditions in the studies 
included in this review revealed no significant differences between a MBI and an 
interpersonal effectiveness skills training group (Elices, et al., 2016). However, a 
significant difference was found in dropout from a MBI relative to standard group 
therapy (Soler, et al., 2009), with less dropout in the MBI condition. This evidence 
suggests that MBIs may be more acceptable to adults with a diagnosis of BPD. 
However, as participants often receive more support to engage with an intervention in 
a clinical study than they would in routine clinical practice, more research is needed 
to explore acceptability in a naturalistic setting. For example, interviews with 
participants after they have had an opportunity to complete a MBI as part of a 
research trial alongside naturalistic studies exploring dropout rates from MBIs in 
everyday clinical practice could broaden our understanding of group MBI 
acceptability, including understanding potential barriers to engagement.  
What evidence is there for a dosage effect of MBIs?  
If there was a dosage effect of MBIs, participants who received greater 
mindfulness input would be more likely to report greater clinical change compared to 
participants who received less mindfulness input. Evidence of a dosage effect was 
examined in four of the studies included in this review. Firstly, the MBCTa 
intervention had a greater effect for those who attended more sessions according to 
measures of mindfulness, somatoform dissociation, state anxiety, and experiential 
avoidance (Sachse, Keville, & Feigenbaum, 2011). Secondly, more significant 
improvements were detected when data from the DBTst completer sample only were 
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analysed (Federici, 2008). Thirdly, an average of participants’ maximal minutes of 
daily formal practice was significantly related with affective symptoms whereby more 
minutes of mindfulness practice was linked with fewer depression symptoms (Soler et 
al., 2012). However, this correlation did not hold true for attention measures. Lastly, 
strong correlations were found between mean duration of daily mindful practice and 
self-reported emotional response to the emotion induction procedure whereby more 
practice was significantly related to less emotion activation, and more emotion 
dominance, but not to emotion valance. (Feliu-soler et al., 2014).  
This evidence provides tentative support for a dosage effect of MBIs on 
measures of mindfulness and some affective symptoms but not on measures of 
attention. Due to the correlational nature of these analyses, our ability to draw causal 
conclusions from the findings is limited as variables may improve as a consequence 
of a reduction in BPD symptomology or improvements in mood rather than being a 
cause of this.  
What can experimental research tell us about the efficacy of mindfulness for 
individuals with a diagnosis of BPD?  
 One quasi-experimental study used functional Magnetic Resonance Imaging 
(fMRI) to compare the brain activation patterns of BPD participants with non-BPD 
participants during periods of brief mindful introspection, cognitive self-reflection, 
and a neutral condition (Scherpiet, et al., 2015). The results indicated that mindful 
self-focused attention was effective at regulating amygdala activity, a part of the brain 
linked with emotion regulation, across both groups. This suggests that mindfulness 
has a similarly positive effect at a neurobiological level, irrespective of clinical 
diagnosis. The experimental study design enabled close control of variables 
increasing our ability to draw causal conclusions. However, as the sample was small 
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and included female only participants, the results may not generalise to the general 
population.  
 A second quasi-experimental study also investigated emotional regulation 
abilities in a BPD group, relative to a non-BPD group (Kuo, Fitzpatrick, Metcalfe, & 
McMain, 2016). Participants underwent a baseline assessment of self-report and 
physiological measures of emotional functioning (i.e. heart rate, sweating and 
breathing), and were then presented with a series of neutral and BPD-relevant 
negative images. Participants were instructed to react as they usually would to the 
image, or to use a specific strategy of either mindfulness or distraction to help them 
feel less negative. Comparison of the groups at baseline indicated a significant 
difference where participants with a diagnosis of BPD had, on average, an elevated 
heart rate indicating heightened emotional intensity and vulnerability. Nevertheless, 
despite this increased heart rate, the mindfulness findings indicated that both groups 
demonstrated an ability to implement mindful awareness and distraction effectively, 
leading to a slowing of their heart rate when images changed from neutral to emotion-
laden. As participants across the BPD group had a high number of co-morbid mental 
health problems, it is possible that baseline differences may have been indicative of 
heightened emotional intensity linked to transdiagnostic psychopathology, rather than 
BPD specifically, and the study was limited by having a small sample size. However, 
the results still support the idea that individuals with BPD may have a similar 
experience to individuals without this diagnosis in terms of their orienting response to 
unpleasant or threatening stimuli whereby heightened sensory input is facilitated 
through cardiac deceleration. 
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Discussion 
Summary of results 
This study represents the largest review of MBIs for adults with a diagnosis of 
BPD to date. The primary aim was to explore the efficacy of MBIs for decreasing 
BPD symptom severity in a BPD population. Findings from four robust RCT’s were 
pooled and the results provide some evidence that, on average, MBIs are more 
effective than either a passive or an active control condition at reducing the severity 
of BPD symptoms. This was supported by findings from two further studies that 
could not be included in the meta-analysis. Compared to a meta-analysis of DBT 
studies, the pooled effect estimate for studies of MBI in relation to measures of BPD 
symptom severity was significantly larger. Further studies offering a direct 
comparison are needed to draw firm conclusions.  
A clear convergence of findings was found across experimental and 
intervention studies with regards to the positive effects of mindfulness on various 
indices of mood and attention. Three potential mediators of the effects of a MBI for 
adults with a diagnosis of BPD are proposed: attentional control, mindful awareness 
and meta-cognitive awareness (i.e. decentering). No studies reported iatrogenic 
effects. However, sample sizes were small across all studies and very few studies 
repeated their measures at follow-up, leading to questions about the longevity of the 
positive effects of MBIs. In addition, the rate of drop-out from a MBI was high, 
raising questions about the acceptability of this treatment approach. Tentative support 
for a dosage effect was found whereby more practice of mindfulness exercises 
appears to be correlated with more significant effects on measures of affect but not for 
measures of attention.  
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Comparison with the wider literature 
Comparison of these results with previous reviews (e.g. Sng & Janca, 2016; 
Chafos & Economou, 2014) indicates that sixty-seven percent (n=8) of the studies 
had not been included in a previous systematic review, indicating that this review is 
timely and warranted. The positive effects of mindfulness on measures of 
psychological wellbeing reported for other clinical populations (Khoury, Sharma, 
Rush, & Fournier, 2015) appear to hold true for a BPD population. Compared to other 
intervention trials for adults with a diagnosis of BPD (Droscher, Startup, Petfield, 
Horsman, & Cartwright-Hatton, 2014), MBI trials compares favourably, with what 
appears to be a significantly larger effect of MBIs compared to DBT. Given that DBT 
contains a mindfulness component, this suggests that the unique contribution of 
mindfulness to DBT may be key in reducing BPD symptom severity.  
The favourable comparison of MBIs with existing treatment suggests that 
MBIs may provide a promising alternative or adjunct to existing treatments for this 
population. In addition, the preliminary evidence from this review that mindful 
awareness and meta-cognitive awareness have a mediating effect on MBI’s for adults 
with a diagnosis of BPD provides support for the theory that low mindfulness and 
rumination are implicated in the development and maintenance of BPD (Selby, 
Fehling, Panza, & Kranzler, 2016). These mediating variables are also implicated in 
the development and maintenance of a range of other mental health problems, and 
emerging literature on transdiagnostic approaches to supporting people with co-
morbid complex and enduring mental health problems, by targeting underlying 
mechanisms, appears promising (Sauer-Zavala, Bentley, Wilner, & Barlow, 2015). 
High treatment drop-out is common across interventions for adults with a 
diagnosis of BPD (Holzman & Perry, 2016; Droscher, Startup, Petfield, Horsman, & 
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Cartwright-Hatton, 2014). However, mindfulness skills are reportedly the most 
practiced out of all skills taught through the four DBT skills training modules, 
indicating that this acceptance-based approach may be more acceptable than other 
approaches. Rates of drop-out from the studies included in this review are high, 
suggesting that further research is needed to explore the acceptability of this 
approach.  
It has been suggested that too broad a diagnostic concept may have obscured 
important distinctions within treatment implications (Holzman & Perry , 2016). In 
addition, the BPD population appear to have a high number of co-morbid mental 
health conditions, indicating that a transdiagnostic approach to treatment may be more 
appropriate. Given the prevalence of BPD in secondary care services, and the level of 
distress experienced by this population, the maintenance of effects is a key issue 
regardless of whether MBIs are offered to a BPD-specific population or to 
transdiagnostic groups. Previous reviews of this evidence-base highlighted that 
further research is needed to explore the effectiveness of brief interventions (Sng & 
Janca, 2016). 
Implications for research and practice 
As MBI’s have shown promise in the treatment of adults with a diagnosis of 
BPD, further studies exploring the efficacy of this approach are needed. The 
suggestion that some of the mediators underpinning the effectiveness of this 
intervention may be implicated in a range of other mental health problems, together 
with the observation that many adults with BPD experience multiple co-morbid 
mental health conditions, indicates that a transdiagnostic approach may be particularly 
helpful for this population.  
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In addition, a direct comparison of MBI’s with existing interventions is 
warranted, to draw firm conclusions around relative efficacy. Future research 
investigating mechanisms underlying BPD, and the psychological processes 
mediating the effectiveness of MBIs, is needed so that mindfulness practices can be 
targeted to better suit the needs of this population in clinical practice. A clinical 
implication of the preliminary evidence that a dosage effect exists for MBI’s for this 
population, together with the observation that rates of drop out are high, is the need 
for engagement-promoting strategies to be employed at an early stage and 
groundwork to be laid preparing individuals for this intervention approach. It also 
seems pertinent to explore whether individuals with a diagnosis find this treatment 
approach acceptable, and if not, whether anything could be done to make mindfulness 
more acceptable given the potential benefits of practicing.  
Strengths and limitations of the findings 
Much of the strength of these findings is based on the robust and systematic 
search methods, specific eligibility criteria, and inclusion of meta-analysis which has 
never been conducted before on this literature. The random-effects model of meta-
analysis used, offers advantages over a fixed effects model in terms of generalising 
the results back to the clinical setting. The review benefits from the consideration of 
the effectiveness of MBIs on broader characteristics such as mood and attention, and 
the exploration of mechanisms by which MBIs may be effective for adults with a 
diagnosis of BPD. Alternative scales designed to assess the methodological quality of 
trials were considered, such as the Jadad scale (Clark, 1999) and the Delphi list 
(Verhagen et al., 1998). However, these scales are very general, whereas the scale 
chosen for use in this review included items specifically related to the quality of MBI 
trials. For example: “Were the therapists mindfulness trained”. In addition, it is 
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possible for researchers to design an RCT of a psychological therapy that scores 5/5 
on the Jadad scale. However, if the intervention was not delivered properly in that 
RCT, the results would be meaningless. While it is arguable that the increased focus 
on intervention quality (i.e. therapist training and experience) made the scale more 
relevant to naturalistic intervention trials compared to experimental trials, it was 
nonetheless considered to be more suitable than alternatives. In particular, scales and 
lists such as Delphi and Jadad are better suited to medication trials where the 
assumption generally holds true that when someone is prescribed 10mg of a 
medication that is exactly what they receive. The same is not true for psychological 
therapies, hence a more nuanced approach to assessing quality is required. 
Limitations of the findings are based on the paucity of studies and the 
inclusion of a higher number of women compared to men in study samples than is 
found in the general population of adults with a diagnosis of BPD. Caution should 
therefore be taken when generalizing the results of this review to men. In addition, the 
generalisability of the findings in relation to ethnicity is uncertain given the ethnicity 
of participants in many samples was not reported. Finally, given that DBT is 
recommended as the frontline treatment where reducing self-harm is a priority, DBT 
studies may have inadvertently recruited a higher proportion of individuals with 
chronic suicidality making their findings less comparable to other interventions.  
Conclusion 
It is important that individuals with a diagnosis of BPD are provided with 
effective psychotherapeutic interventions to reduce the experience of distress linked 
with this diagnosis, and to support psychological wellbeing. The current review 
supports the use of MBIs with adults who have a diagnosis of BPD. Further research 
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is required to better understand the underlying mechanisms that mediate the 
effectiveness of this approach as well as considering how best to increase levels of 
engagement to MBIs for either a targeted sample of adults with a diagnosis of BPD in 
a naturalistic setting (i.e. everyday clinical practice), or as part of a transdiagnostic 
group intervention. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 42 
References 
*Studies included in the review are marked with an asterisk. 
 
American Psychiatric Association. (2001). Work group on Borderline Personality 
Disorder: Practice guideline for the treatment of patients with borderline 
personality disorder. Washington DC: American Psychiatric Association. 
American Psychiatric Association. (2013). Diagnostic and statistical manual of 
mental disorders (DSM-5) (5th ed.). Arlington, VA: American Psychiatric 
Publishing. 
Ansell, E. B., Sanislow, C. A., McGlashan, T. H., & Grilo, C. M. (2007). 
Psychosocial impaiment and treatment utilization by patients with borderline 
personality disorder, other personality disorders, mood and anxiety disorder, 
and a healthy comparison group. Comprehensive psychiatry, 48(4), 329-336. 
Bartels, N., & Crotty, T. (1992). A systems Approach to Treatment: The Borderline 
Personality Disorder Skill Training Manual. Winfield: EID Treatment 
Systems Inc. 
Bateman, A., & Fonagy, P. (2004). Psychotherapy for Borderline Personality 
Disorder: Mentalization Based Treatment. Oxford, UK: Oxford University 
Press. 
Beckwith, H., Moran, P. F., & Reilly, J. (2014). Personality disorder prevalence in 
psychiatric outpatients: A systematic literature review. Personality and mental 
health, 8(2), 91-101. doi:10.1002/pmh.1252 
Bender, D. S., Dolan, R. T., Skodol, A. E., Sanislow, C. A., Dyck, I. R., McGlashan, 
T. H., . . . Gunderson, J. G. (2001). Treatment utilization by patients with 
personality disorders. American Journal of Psychiatry, 158(2), 295-302. 
doi:10.1176/appi.ajp.158.2.295  
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 43 
Bishop, S. R., Lau, M., Shapiro, S., Carlson, L., Anderson, N. D., Carmody, J., . . . 
Devins, G. (2004). Mindfulness: A Proposed Operational Definition. Clinical 
Psychology. Science and Practice, 11(3), 230-241. doi:10.1093/clipsy/bph077 
Brown, K. W., Ryan, R. M., & Creswell, J. D. (2007). Mindfulness: Theoretical 
Foundations and Evidence for its Salutary Effects. Psychological Inquiry, 
18(4), 211–237. 
Chafos, V. H., & Economou, P. (2014). Beyond personality disorder: the mindful 
brain. Social work, 59(4), 297-302. 
Clark, H. D., Wells, G. A., Huët, C., McAlister, F. A., Salmi, L. R., Fergusson, D., & 
Laupacis, A. (1999). Assessing the quality of randomized trials: reliability of 
the Jadad scale. Controlled clinical trials, 20(5), 448-452. 
Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2nd ed.). 
Hillsdale, NJ: Erlbaum. 
Coid, J., Yang, M., & Tyrer, P. (2006). Prevalence and correlates of personality 
disorder in Great Britain. British Journal of Psychiatry, 188, 423-431. 
Crane, R. S., Brewer, J., Feldman, C., Kabat-Zinn, J., Santorelli, S., Williams, J. M., 
& Kuyken, W. (2016). What defines mindfulness-based programs? The warp 
and the weft. Psychological medicine. doi:10.1017/S0033291716003317 
Droscher, H. K., Startup, H., Petfield, L., Horsman, J., & Cartwright-Hatton, S. 
(2014). Psychological therapies with a group component for people 
experiencing Borderline Personality Disorder: A systematic review and meta-
analysis (Unpublished dissertation). University of Sussex, Brighton.  
*Elices, M., Pascual, J. C., Portella, M. J., Feliu-Soler, A., Martin-Blanco, A., 
Carmona, C., & Soler, J. (2016). Impact of mindfulness training on borderline 
personality disorder: A randomised trial. Mindfulness, 7, 584-595. 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 44 
*Federici, A. (2008). Effectiveness of a dialectical behaviour therapy skills groups for 
the treatment of suicidal/self-injurious behaviour and eating disorder 
symptoms in patients with borderline personality disorder (Doctoral 
dissertation). Retrieved from ProQuest Digital Dissertations and Theses 
database. (Publication No. NR51702). 
*Feliu-Soler, A., Pascual, J. C., Borras, X., Portella, M. J., Martin-Blanco, A., 
Armario, A., . . . Soler, J. (2014). Effects of dialectical behaviour therapy-
mindfulness training on emotional reactivity in borderline personality 
disorder: preliminary results. Clinical psychology and psychotherapy. 
*Feliu-soler, A., Pascual, J. C., Elices, M., Martin-Blanco, A., Carmona, C., Cebolla, 
A., . . . Soler, J. (2016). Fostering self-compassion and loving-kindness in 
patients with borderline personality disorder: A randomized pilot study. 
Clinical psychology and psychotherapy. 
Glass, G. V. (1976). Primary, secondary, and meta-analysis of research. Educational 
researcher, 3-8. 
Grant, M. J., & Booth, A. (2009). A typology of reviews: an analysis of 14 review 
types and associated methodologies. Health Information and Libraries 
Journal, 26, 91–108. doi:10.1111/j.1471-1842.2009.00848.x 
Gratz, K. L., & Gunderson, J. G. (2006). Preliminary data on an acceptance-based 
emotion regulation group intervention for deliberate self-harm among women 
with borderline personality disorder. Behavior therapy, 37(1), 25-35. 
Grossman, P., Niemann, L., Schmidt, S., & Walach, H. (2004). Mindfulness-based 
stress reduction and health benefits: A meta-analysis. Journal of 
psychosomatic research, 57(1), 35-43. 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 45 
Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (1999). Acceptance and commitment 
therapy: An experiential approach to behavior change. Guildford Press. 
Hofmann, S. G., Sawyer, A. T., Witt, A. A., & Oh, D. (2010). The effect of 
mindfulness-based therapy on anxiety and depression: A meta-analytic review. 
Journal of consulting and clinical psychology, 78(2), 169. 
Holzman, P., & Perry , C. (2016). Borderline personality disorders: research issues 
and new empirical findings. Journal of the American Psychoanalytic 
Association, 34(1), 179 - 192. doi:10.1177/000306518603400109  
Kabat-Zinn, J. (1982). An outpatient program in behavioral medicine for chronic pain 
patients based on the practice of midnfulness meditation: Theoretical 
considerations and preliminary results. General Hospital Psychiatry, 4, 33-47. 
Khoury, B., Sharma, M., Rush, S. E., & Fournier, C. (2015). Mindfulness-based stress 
reduction for healthy individuals: A meta-analysis. Journal of Psychosomatic 
Research. doi:10.1016/j.jpsychores.2015.03.009 
*Kramer, U., Pascual-Leone, A., Berthoud, L., De Roten, Y., Marquet, P., Kolly, 
S., . . . Page, D. (2016). Assertive anger mediates effects of dialectical 
behaviour-informed skills training for borderline personality disorder: A 
randomised controlled trial. Clinical Psychology and Psychotherapy, 23, 189-
202. 
*Kuo, J. R., Fitzpatrick, S., Metcalfe, R. K., & McMain, S. (2016). A multi-method 
laboratory investigation of emotional reactivity and emotion regulation 
abilities in borderline personality disorder. Journal of behaviour therapy and 
experimental psychiatry, 50, 52-60. doi:10.1016/j.jbtep.2015.05.002 
Kuyken, W., Byford, S., Taylor, R. S., Watkins, E., Holden, E., Whtie, K., . . . 
Teasdale, J. D. (2008). Mindfulness-Based Cognitive Therapy to Prevent 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 46 
Relapse in Recurrent Depressio. Journal of Consulting and Clinical 
Psychology, 76(6), 966–978. doi:10.1037/a0013786 
Lee, S. H., Ahn, S. C., Lee, Y. J., Choi, T. K., Took, K. H., & Suh, S. Y. (2007). 
Effectiveness of a meditatino-based stress management program as an adjunct 
to pharmacotherapy in patients with anxiety disorder. Journal of 
Psychosomatic Research, 62, 189-195. 
Lieb, K., Zanarini, M. C., Schmahl, C., Linehan, M. M., & Bohus, M. (2004). 
Borderline personality disorder. The Lancet, 364(9432), 453-461. 
Lindenboim, N., Comtois, K. A., & Linehan, M. M. (2007). Skills Practice in 
Dialectical Behavior Therapy for Suicidal Women Meeting Criteria for 
Borderline Personality Disorder. Cognitive and Behavioral Practice, 14(2), 
147-156. doi:10.1016/j.cbpra.2006.10.004 
Linehan, M. M. (1993a). Cognitive Behavioural Treatment of Borderline Personality 
Disorder. New York: Guildford. 
Linehan, M. M. (1993b). The Skills Training Manual for Treating Borderline 
Personlity Disorder. New York: Guildford. 
Lorentzen, S., & Ruud, T. (2013). Group therapy in public mental health services: 
approaches, patients and group therapists. Journal of psychiatric and mental 
health nursing. 
McMain, S., Guimond, T., Cardish, R., Streiner, D., & Links, P. (2012). Clinical 
outcomes and functioning post-treatment: A two-year follow-up of dialectical 
behaviour therapy versus general psychiatric management for borderline 
personality disorder. American Journal of Psychiatry, 169, 650-656. 
McMain, S., Guimond, T., Barnhart, R., Habinski, L., & Streiner, D. L. (2016). A 
randomized trial of brief dialectical behaviour therapy skills training in 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 47 
suicidal patients suffering from borderline disorder. Acta Psychiatrica 
Scandanavica, 135(2), 138-148. doi:10.1111/acps.12664 
National Institute for Mental Health in England. (2003). Personality Disorder: No 
longer a diagnosis of exclusion. London: Department of Health. Retrieved 
from www.doh.gov.uk & www.nimhe.org.uk 
National Institute for Mental Health in England. (2005). Cases for change: policy 
context. National Institute for Mental Health in England. 
Neff, K. D. (2016). The self-compassion scale is a valid and theoretically coherent 
measure of self-compassion. Mindfulness, 7(1), 264-274. 
NICE. (2009). Borderline Personality Disorder: treatment and management. London, 
UK: the National Collaborating Centre for Mental Health. 
NICE. (2009). Borderline Personality Disorder: treatment and management. London, 
UK: the National Collaborating Centre for Mental Health. 
NICE. (2009). Borderline Personality Disorder; costing report. Implementing NICE 
guidelance. London: National Institute for Health and Clinical Excellence. 
NICE. (2009). Depression: the treatment and management of depression in adults 
(update). London: National Institute for Health and Clinical Excellence. 
NICE. (2015). CG78 Borderline Personality Disorder (BPD): surveillance review 
decision January 2015. London: National Institute for Clinical and Health 
Excellence. 
NICE, N. (2009). Borderline Personality Disorder: treatment and management. 
London, UK: the National Collaborating Centre for Mental Health. 
Nikolakopoulou, A., Mavridis, D., & Salanti, G. (2014). Demystifying fixed and 
random effects meta-analysis. Evidence Based Mental Health, 17(2), 53-57. 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 48 
Oldham, J. M. (2004). Borderline personality disorder: an overview. Psychiatric 
Times, 21, 1-5. 
Omar, H., Tejerina-Arreal, M., & Crawford, M. (2014). Are recommendations for 
psychological treatment of borderline personality disorder in current UK 
guidelines justified? Systematic review and subgroup analysis. Personality 
and mental health. doi:10.1002/pmh.1264 
Overall, J. E., & Gorham, D. R. (1988). The Brief Psychiatric Rating Scale (BPRS): 
recent developments in ascertainment and scaling. Psychopharmacology 
Bulletin, 24, 97-99. 
Palmer, R. L. (2002). Dialectical behaiour therapy for borderline personality disorder. 
Advances in Psychiatric Treatment, 8(1), 10-16. 
Perez, V., Barrachina, J., Soler, J., Pascual, J. C., Campins, M. J., Puigdemont, D., & 
Alvalez, E. (2007). The clinical global impression scale for borderline 
personality disorder patients (CGI-BPD): A scale sensible to detect changes. 
Actas espanolas de psiquiatria, 35(4), 229-235. 
Pfohl, B., Blum, N., St. John, D., McCormick, B., Allen, J., & Black, D. W. (2009). 
Reliability and validity of the Borderline Evaluation of Severity Over Time 
(BEST): a self-rated scale to measure severity and change in persons with 
borderline personality disorder. Journal of Personality Disorders, 23(3), 281-
293. 
Priebe, S., Bhatti, N., Barnicot, K., Bremner, S., Gaglia, A., Katsakou, C., . . . Zinkler, 
M. (2012). Effectiveness and cost-effectiveness of dialectical behaviour 
therapy for self-harming patients with personality disorder: A pragmatic 
randomised controlled trial. Psychotherapy and psychosomatics, 81, 356-365. 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 49 
RevMan. (2014). [Computer program]. Version 5.3. Copenhagen: The Nordic 
Cochrane Centre: The Cochrane Collaboration. 
Roemer, L., & Orsillo, S. M. (2002). Expanding our conceptualization of and 
treatment for generalised anxiety disorder: integrating 
mindfulness/acceptance-based approaches with existing cognitive-behavioral 
models. Clinical Psychology- Science and Practice, 9, 54-68. 
Sachse, S., Keville, S., & Feigenbaum, J. (2011). A feasibility study of mindfulness-
based cognitive therapy for individuals with borderline personality disorder. 
Psychology and Psychotherapy: Theory, Research and Practice, 84, 184-200. 
Sauer, S. E., & Baer, R. A. (2012). Ruminative and mindful self-focused attention in 
borderline personality disorder. Personality disorders: Theory, Research, and 
Treatment, 3(4), 433-441. doi:10.1037/a0025465 
Scherpiet, S., Herwig, U., Opialla, S., Scheerer, H., Habermeyer, V., Jancke, L., & 
Bruhl, A. B. (2015). Reduced neural differentiation between self-referential 
cognitive and emotional processes in women with borderline personality 
disorder. Psychiatry research: neuroimaging, 233, 314-323. 
doi:10.1016/j.pscychresns.2015.05.008 
Selby, E. A., Fehling, K. B., Panza, E. A., & Kranzler, A. (2016). Rumination, 
Mindfulness, and Borderline Personality Symptoms. Mindfulness, 7, 228-235. 
doi:10.1007/s12671-015-0432-5 
Shacham, S. (1983). A shortened version of the Profile of Mood States. Journal of 
personality assessment, 47(3), 305-306. 
Singleton, N., Meltzer, H., & Gatward, R. (1998). Psychiatric morbidity among 
prisoners in England and Wales: a survey carried out in 1997 by the social 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 50 
survey dimension of ONS on behalf of the Department of Health. London: 
HMSO. 
Skodol, A. E., Pagano, M. E., Bender, D. S., Shea, M. T., Gunderson, J. G., Yen, 
S., . . . McGlashan, T. H. (2005). Stability of functional impairment in patients 
with schizotypal, borderline, avoidant, or obsessive compulsive personality 
disorder over two years. Psychological medicine, 35(3), 443-451. 
Sng, A. A., & Janca, A. (2016). Mindfulness for personality disorders. Current 
opinion in psychiatry, 29(1), 70-76. doi:10.1097/YCO.0000000000000213 
Soler, J., Elices, M., Pascual, J. C., Martin-Blanco, A., Feliu-Soler, A., Carmona, C., 
& Portella, M. J. (2016). Effects of mindfulness training on different 
components of impulsivity in borderline personality disorder: results from a 
pilot randomized study. Borderline Personality Disorder and Emotion 
Dysregulation, 3(1), 1-10. 
Soler, J., Pascual, J. C., Tiana, T., Cebria, A., Barrachina, J., Campins, M. J., . . . 
Perez, V. (2009). Dialectical behaviour therapy skills training compared to 
standard group therapy in borderline personality disorder: A 3-month 
randomised controlled clinical trial. Behaviour Research and Therapy, 353-
358. 
Soler, J., Pascual, J. C., Tiana, T., Cebria, A., Barrachina, J., Campins, M. J., . . . 
Perez, V. (2009). Dialectical behaviour therapy skills training compared to 
standard group therapy in borderline personality disorder: A 3-month 
randomised controlled clinical trial. Behaviour Research and Therapy, 47, 
353-358. 
Soler, J., Valdeperez, A., Feliu-Soler, A., Pascual, J. C., Portella, M. J., Martin-
Blanco, A., . . . Perez, V. (2012). Effects of the dilectical behavioral therapy-
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 51 
mindfuless module on attention in patients with borderline personality 
disorder. Behaviour Research and Therapy, 150-157. 
Soler, J., Vega, D., Feliu-Soler, A., Trujols, J., Soto, A., Elices, M., . . . Pascual, J. C. 
(2013). Validation of the Spanish version of the borderline symptom list, short 
form (BSL-23). BMC Psychiatry, 13. doi:10.1186/1471-244X-13-139 
Spielberger, C. D. (1999). State-Trait anger expression inventory. Corsini 
Encyclopedia of Psychology, 1. 
Spielberger, C. D., Gorsuch, R. L., & Lushene, R. E. (1970). Manual for the state-trait 
anxiety inventory. Corsini Encyclopedia of Psychology, 1. 
Springer, T., & Silk, K. R. (1996). A review of inpatient group therapy for borderline 
personality disorder. Harvard review of psychiatry, 3(5), 268-278. 
Stern, A. (1938). Psychoanalytic investigation of and therapy in the borderline group 
of neuroses. Psychoanalysis Quarterly, 7, 467-489. 
Stoffers, J. M., Vollm, B. A., Rucker, G., Timmer, A., Huband, N., & Lieb, K. (2012). 
Psychological therapies for people with borderline personality disorder 
(review). The Cochrane Collaboration. John Wiley & Sons, Ltd. 
Stough, C., Saklofske, D. H., & Parker, F. D. (2009). Assessing emotional 
intelligence: Theory, research, and applications. New York: Springer. 
Suarez-Almazor, M. E., Belseck, E., Homik, J., Dorgan, M., & Ramos-Remus, C. 
(2000). Identifying clinical trials in the medical literature with electronic 
databases: MEDLINE alone is not enough. Controlled clinical trials, 21(5), 
476-487. 
Swartz, M., Blazer, D., George, L., & Winfield, I. (1990). Estimating the prevalence 
of borderline personality disorder in the community. Journal of Personality 
Disorders, 4(3), 257-272. 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 52 
Teasdale, J. D., Segal, Z. V., Williams, J. M., Ridgeway, V. A., Soulsby, J. M., & 
Lau, M. A. (2000). Prevention of relapse/recurrence In major depression by 
mindfulness based cognitive therapy. Journal of Counselling and Clinical 
Psychology, 68(4), 615-623. doi:10.1037/0022-006X.68.4.615 
Tramer, M. R., Reynolds, D. J., Moore, R. A., & McQuay, H. J. (1997). Impact of 
covert dupicate publication on meta-analysis: a case study. BMJ, 315, 635-
640. 
Turner, R. M. (2000). Naturalistic evaluation of dialectical behavior therapy -oriented 
treatment for borderline personality disorder. Cognitive Behavioural Practice, 
7, 413-419. 
van den Bosch, L. M., Koeter, M. W., Stijnen, T., Verheul, R., & van den Brink, W. 
(2005). Sustained efficacy of dialectical behaviour therapy for borderline 
personality disorder. Behaviour Research and Therapy, 43, 1231–1241. 
Verhagen, A. P., de Vet, H. C., de Bie, R. A., Kessels, A. G., Boers, M., Bouter, L. 
M., & Knipschild, P. G. (1998). The Delphi list: a criteria list for quality 
assessment of randomized clinical trials for conducting systematic reviews 
developed by Delphi consensus. Journal of clinical epidemiology, 51(12), 
1235-1241. 
Verheul, R., & Herbrink, M. (2007). The efficacy of various modalities of 
psychotherapy for personality disorders: a systematic review of the evidence 
and clinical recommendations. International Review of Psychiatry, 19(1), 25-
38. 
WHO. (2008). ICD:10: International statistical classification of diseases and related 
health problems (10th Rev. ed.). New York: World Health Organisation. 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 53 
Young, J. (1994). Cognitive Therapy for Personality Disorders: A Schema-focused 
Approach. Sarasota: Professional Resource Exchange. 
Young, J. E., Klosko, J. S., & Weishaar, M. E. (2003). Schema therapy: a 
practitioner's guide. New York: Guildford. 
 
 
  
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 54 
 
 
 
 
 
SECTION B: EMPIRICAL RESEARCH STUDY 
 
 
 
 
 
Living Well Through Mindfulness (LiveMind): A Feasibility 
Randomised Controlled Trial of a Brief Mindfulness-Based 
Intervention in a Mental Health Secondary Care setting  
 
 
Word Count: 7927 
 
 
 
 
 
 
For submission to Mindfulness (see Appendix V for authors guidelines) 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
 
 55 
Abstract 
 
New and better interventions for mental health and stigma are needed. Progress in 
mindfulness-based interventions (MBIs) and research for adults with severe and 
enduring mental health problems has been gradual, held back in part by a belief that 
mindfulness may be harmful for this client group. Brief MBIs have shown promise in 
the treatment of two commonly presenting problems in secondary care services, 
psychosis and borderline personality disorder, and emerging evidence suggests that 
this approach is both safe and therapeutic. The effectiveness of a transdiagnostic brief 
MBI in mental health secondary care services is relatively unexplored. Feasibility 
studies play an important role in the evaluation of complex interventions such as a 
brief MBI. A randomized controlled feasibility study was conducted to explore rates 
of recruitment and retention, acceptability and preliminary effectiveness. The findings 
indicated recruitment methods were feasible (n=26 in three months). Dropout was no 
higher than comparative trials, although problems were identified in the rate of 
measure completion. The study protocol could be improved by including additional 
strategies to increase the rate of outcome measure completion. A content analysis of 
semi-structured interviews (n=15) suggested that most participants found the 
intervention helpful, albeit challenging at times. Four overarching themes emerged: 
perceived effects on wellbeing, change processes, internal factors, and practicalities. 
Improvement was found on self-report measures of mindfulness, self-compassion, 
anxiety, and depression across both arms of the trial. These results indicate that a 
transdiagnostic brief MBI delivered in a mental health secondary care setting may 
have benefits, warranting further testing in a definitive trial.  
Key words: mindfulness-based intervention; mental health; secondary care 
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Introduction 
 
The impact of a having a severe and enduring mental health problem on life 
expectancy is generally higher than smoking, diabetes and obesity (Chang, et al., 
2011; NHS England, 2014; 2016). Furthermore, the link between mental health 
problems and early mortality may be worsening over time (Hoang, Stewart, & 
Goldacre, 2011). However, public attitudes towards mental health are improving 
(NHS England, 2014; 2016a; 2016b), and the development and implementation of 
new and better interventions for mental health and stigma are among the top priorities 
for mental health research worldwide (Wykes et al., 2015). 
In recent years, attention has turned towards transdiagnostic interventions (e.g. 
Newby, McKinnon, Kuyken, Gilbody, Dalgleish, 2015). This approach does not rely 
on diagnosis, which can be inaccurate or unreliable both in research (Davis, Sudlow, 
& Hotopf, 2016; Roth & Fonagy, 2013; Olatunji, Cisler, & Tolin, 2010) and clinical 
practice (Swets, 1988; Frances, 2013; Terrace, 2003). Instead, transdiagnostic 
interventions focus on psychological processes that may underpin a range of mental 
health problems. Examples include rumination and worry (McEvoy, Watson, 
Watkins, & Nathan, 2013), emotional avoidance (Hayes, Wilson, Gifford, Follette, & 
Strosahl, 1996), cognitive biases (Harvey, Watkins, Mansell, & Shafran, 2004), 
anticipation, and the intolerance of uncertainty (Grupe & Nitschke, 2013). 
The most widely evaluated transdiagnostic psychological interventions are 
cognitive-behavioural therapy and mindfulness-based treatments (Newby, McKinnon, 
Kuyken, Gilbody, Dalgleish, 2015). Mindfulness describes a state of consciousness 
characterised by the self-regulation of attention towards current experiences coupled 
with acceptance of these experiences (Bishop, et al., 2004). Cognitive theory suggests 
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that encouragement within mindfulness practices to approach, rather than avoid, 
moment-to-moment internal and external experiences can enable a disengagement 
from maladaptive patterns of intrusive negative thinking (Roemer & Orsillo, 2002). 
Correlations have been observed between mindfulness, rumination and experiential 
avoidance whereby more mindfulness practice is related to less rumination and 
experiential avoidance (Baer, 2007). In addition, mindfulness training has been linked 
to increases in quantity and quality (i.e. less biased, inflexible, and reactive) of self-
focused attention (Ingram, 1990). However, much of this research is based on 
experienced meditators and further research is needed to clarify whether the effects of 
mindfulness interventions are related to these transdiagnostic processes.  
Mindfulness meditation practices have been incorporated into a range of 
interventions such as Dialectical Behaviour Therapy (DBT; Linehan, 1993a) and 
Mindfulness-Based Cognitive Therapy (Teasdale et al., 2000). Evidence is consistent 
with the theory that learning mindfulness through mindfulness-based interventions 
(MBIs) can be of therapeutic benefit for individuals experiencing some mental health 
problems (Grossman, Niemann, Schmidt, & Walach, 2004; Keng, Smoski, & Robins, 
2011; Hofmann, Sawyer, Witt, & Oh, 2010). MBCT was recommended in 2002, and 
retained in 2009, as a key priority for implementation in the UK health service for 
individuals who have experienced three or more episodes of depression and are 
currently in remission (NICE, 2009). However, MBCT requires a substantial 
commitment to attend the therapy group over an eight-week period, and practice 
mindfulness meditation for forty minutes a day, six days a week. Offering MBCT also 
involves a commitment from the NHS to train teachers to deliver these interventions, 
to provide room space, and sufficient time for therapists to deliver this eight-week 
therapy (Crank & Kuyken, 2012). 
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Research has cautioned that observing constantly changing external and 
internal stimuli as they arise through lengthy mindfulness practices can heighten 
distress for people who are currently distressed (e.g. Finucane & Mercer, 2006). 
Studies have typically recruited from primary care settings, so the potential benefits of 
this intervention in secondary care are not well understood (e.g. Kuyken et al, 2016; 
Strauss et al, 2014). Evidence suggests that some benefit may be gained with briefer 
and less intense forms of MBIs (Chadwick, Taylor, & Abba, 2005; Davies, 2013; 
Droscher, 2017; Hale, Strauss, & Taylor, 2013). Brief MBIs may be particularly 
helpful when MBCT may not be suitable (e.g. because of increased distress).  
In addition to the clinical rationale there is also a drive to widen the 
availability of MBIs from both clinicians (Shonin, Van Gordon & Griffiths, 2013) and 
service users (Kingston, Dooley, Bates, Lawlor & Malone, 2007). A novel four-
session group MBI designed to be suitable transdiagnostically was developed recently 
through a process of formal consultation with clinicians working in secondary care 
mental health settings. An empirical study of this intervention’s effectiveness is 
timely. As this intervention was not routinely being offered in services, this empirical 
study best fits under the heading of research as opposed to service evaluation.  
Group psychotherapies are considered to be complex interventions because 
they have several interacting components (Campbell et al., 2000). A phased approach 
to the evaluation of complex interventions has been recommended because they can 
be more difficult to develop, identify, document, and reproduce (Campbell et al., 
2000, Craig, et al., 2008). Five phases have been proposed (see Figure 1).  
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Figure 1. Phases of developing randomized controlled trials of complex interventions 
(Campbell et al., 2000).  
Given that the theoretical and modeling work has already been undertaken in 
relation to the novel four-session MBI presented here, an exploratory or phase II trial 
is warranted. Feasibility in this context refers to issues of implementation success 
such as levels of access (i.e. recruitment), engagement (i.e. retention) and treatment 
acceptability (Campbell et al., 2000, Craig, et al., 2008; Bowen et al., 2009). In 
addition, it has been suggested that the potential impact of the intervention should be 
measured in a phase II trial to support sample size calculations for a definitive trial 
(Thabane, 2010). This study aims to explore these issues through the research 
questions outlined below:   
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Recruitment 
1. Is it possible to recruit to a brief MBI study in a mental health secondary care 
service? A recruitment target of more than 24 participants within six months 
was set.  
Retention 
2. Are secondary-care services-users willing to be randomly allocated to a wait-
list control group, as demonstrated by dropout? 
3. Are participants willing to complete a battery of outcome measures? A target 
was set with at least 70% of participants completing all measures. 
4. Are participants willing to engage with a MBI in the context of a research 
study? A retention target was set of at least 70% of participants attending two 
or more intervention sessions (50% of sessions) and engaging with at least 
four mindfulness practices at home during the study. 
Acceptability 
5. Do participants find the intervention acceptable, as indicated by responses to a 
post-intervention questionnaire?  
6. What are the subjective experiences of participants taking part in the 
intervention, as measured by responses to a post-intervention interview?  
Preliminary efficacy 
7. What preliminary evidence of effectiveness is there for a brief MBI in a 
mental health secondary care setting, as measured by the effect size on 
measures of mindfulness, compassion, wellbeing, anxiety, and depression?  
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Methods 
 
It should be noted that the current study was not the study that was originally 
proposed. The sequence of events is outlined in Appendix D. In brief, the original 
research proposal (Appendices E) was to investigate an 8-session MBI for adults 
experiencing borderline personality disorder. This proposal was taken through the full 
approvals process (Appendices F to K), and stopped after encountering recruitment 
difficulties. Subsequently, a second proposal to use archival data from a study called 
LiveMind was submitted to the course team (Appendix L). This was approved on the 
basis that a number of research competencies had already been demonstrated 
(Appendix M). 
Design 
The LiveMind study had a randomized controlled trial (RCT) design with a 
wait-list control. It was advertised for six months and recruitment ran in two phases 
with an aim of 12 participants per phase (allowing for a minimum group size of six). 
Given that the study was aiming to test feasibility issues, power calculations were not 
conducted to determine sample size. Guidelines for pilot RCT sample sizes were 
considered (e.g. Julious, 2005) and a conservative assumption was made that 50% of 
the sample would agree to take part in the interview stage. Based on this, it was 
decided that 12 participants per study arm would allow sufficient feedback on the 
therapy and the research protocol (Graneheim & Lundman, 2004).  
In the first phase, 14 participants consented to take part, completed baseline 
measures and were randomly allocated by independent researcher to a LiveMind 
intervention group, or a wait-list control group. An online random number generator 
was used to allocate participants at a 1:1 ratio. This process was repeated in the 
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subsequent second phase in which 12 participants consented, completed baseline 
measures and were randomised in the same manner. Across both recruitment waves, 
the baseline assessment point was named Time 0 (henceforth referred to as T0). The 
intervention arm began their LiveMind group within six weeks of this point.  
All participants completed measures again after the intervention arm had 
completed LiveMind. This time point was named Time 1 (henceforth referred to as 
T1). Wait-list participants were then offered an opportunity to receive the LiveMind 
intervention, and completed measures for a third time afterwards. This was called 
Time 2 (henceforth referred to as T2). All participants were invited to take part in a 
semi-structured interview after completing their LiveMind group (i.e. at T1 for the 
LiveMind arm, and at T2 for the wait-list arm). 
Ethical and governance approvals  
Prior to my involvement in the LiveMind trial, it had already received 
National Research Ethics Service (NRES) approval (Appendix O) and NHS research 
and development approval. Measures were in place to manage risks, distress, and 
burden on participants, and to ensure all trial data remained anonymous. For example, 
appropriately trained clinical psychologists facilitated the intervention, and study data 
was made anonymous using unique participant ID codes. The LiveMind trial had also 
been registered with the National Institute for Health Research’s clinical research 
portfolio and had been assigned an international standard randomised controlled trial 
Number (16944868).  
Participants  
Eligibility was determined according to specific inclusion and exclusion 
criteria (Table 1).  
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Inclusion criterion: 
1 Currently accessing a secondary care mental health service in Sussex Partnership 
NHS Foundation Trust 
Exclusion criteria: 
1 Are not willing and able to work safely in a therapy group  
2 Experience problematic substance abuse that may adversely influence the 
therapy group 
4 Have experienced a recent (i.e. within the past month) serious life event/crisis, or 
suicidal ideation with intent to commit suicide, which would make an MBI 
inappropriate at this time 
5 Have taken part, are taking part, or planning to take part in another clinical MBI 
(in a research or a service context), or are taking part in research investigating 
new medicinal products 
Table 1 Eligibility criteria 
Participants were nineteen women, six men, and one gender questioning 
individual, aged between 22 and 78 years old. Results of a t-test and Fisher’s exact 
test revealed no significant between-group differences on any reported variables 
(Table 2). Frequencies of diagnoses far exceeded the number of participants in each 
group, suggesting that participants were experiencing multiple co-morbid mental 
health problems (Table 3). This diagnostic profile confirms that participants were 
representative of a secondary care mental health service population (i.e. would be 
unlikely to be referred to a primary care mental health services such as the Increasing 
Access to Psychological Therapies program; Clark, 2011). The two-tailed probability 
of obtaining this distribution of each diagnosis between groups was calculated using 
Fisher’s exact test using a significance level of 0.05. The results revealed no 
significant differences in diagnosis between groups. Together, these tests suggest that 
randomisation was successful in creating two similar groups.
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Variable LiveMind (n=13) Control (n=13) Difference 
Age, mean (+/- SD) 44.69 (11.29) 41.33 (16.42) t(23)=0.60, p=0.55 
Education, n (%)    
Left school at or before 16 6 (46%) 4 (31%)  
Completed/completing 
college/university course 
7 (54%) 9 (69%) p =0.69  
English as a first language, n (%) 12 (92%) 12 (92%)  
Gender identity, n (%)    
Female 9 (69%) 10 (77%)  
Male 4* (23%) 3 (23%) p =1.00 
Medication, n (%)    
Taking psychiatric medications 12 (92%) 10 (77%)  
Not taking psychiatric medications 1 (8%) 3 (23%) p =0.59 
Prior experience of psychological 
therapy 
11 (85%) 11 (85%)  
Employment, n (%)    
Employed  3 (23%) 6 (46%)  
Not currently working 8 (62%) 6 (46%) p =0.40 
Marital status, n (%)    
Single/ divorced/ separated/ widowed 10 (77%) 8 (62%)  
In a long-term relationship/ married/ 
civil partnership 
3 (23%) 5 (31%) p =0.67 
Notes. The gender-questioning participant was added to the male count to assess the 
significance of the largest possible difference between groups.  
Table 2 Participant characteristics across groups.  
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Variable 
LiveMind 
(n=13) 
Control 
(n=13) 
Difference 
MINI Axis-I diagnoses, n (%)    
Anxiety 7 (54%) 9 (69%) P=0.69 
Depression 8 (62%) 6 (46%) P=0.70 
Mania 1 (8%) 5 (38%) P=0.16 
Psychosis 9 (69%) 8 (62%) P=1.00 
Alcohol/drug 1 (8%) 6 (46%) P=0.07 
Eating disorder 1 (8%) 1 (8%) P=1.00 
Carenotes current diagnoses, n (%)    
Psychosis spectrum 3 (23%) 3 (23%) P=1.00 
Bipolar disorder 2 (15%) 6 (46%) P=0.20 
EUPD/BPD 0 (0%) 2 (15%) P=0.48 
Recurrent depression 2 (15%) 2 (15%) P=1.00 
Other 3 (23%) 0 (0%) P=0.22 
Unknown 3 (23%) 0 (0%) P=0.22 
Notes. MINI = the Mini-International Neuropsychiatric Interview 
Table 3 Frequencies of mental health diagnoses  
 
Measures  
Research activity log. An entry was made in the log for every participant who gave 
his or her consent to take part in the study. The log recorded each participant’s name, unique 
participant number, contact details, date of recruitment to the study, attendance at LiveMind 
intervention sessions, and completion of outcome measures.  
Baseline measures. The following measures were administered at T0 to assess rates 
of recruitment, eligibility, and sample characteristics (see Appendix P for full versions).  
The Mini-International Neuropsychiatric Interview (MINI). The MINI; Lecrubier, et 
al., 1997). The MINI is a diagnostic interview exploring 17 Axis-1 mental health problems as 
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described by the Diagnostic and Statistical Manual (DSM-5; APA, 2013). The MINI has been 
used widely in mental health research, and shows good psychometric properties (Sheehan, et 
al., 1997).  
Questions About You (QAY). The QAY was developed for this study and, as is usual 
for questions eliciting demographic information, had not undergone psychometric evaluation. 
It contains 21 items exploring participant demographics (10 items), and experiences of past 
mental health and psychological interventions (10 items).  
In addition, the electronic record system, CareNotes, was screened to gather data 
relating to each participant’s primary diagnosis. 
Preliminary efficacy measures. The following measures were administered at T0 
and T1 for all participants, and at T2 for participants in the wait-list arm, to explore 
preliminary efficacy. For full versions, see appendix P.  
Five Factor Mindfulness Questionnaire Short Form (FFMQ-SF). The FFMQ-SF 
(Bohlmeijer, ten Klooster, & Fledd, 2011) comprises 24 Likert questions covering five 
facets/subscales; observing, describing, acting with awareness, non-judging of inner 
experiences, and non-reactivity. The observing facet has eight items and a maximum score of 
40 points. An example item is: "includes noticing or attending to internal and external 
experiences, such as sensations, cognitions, emotions, sights, sounds, and smells" (Baer et al, 
2008, p.330). The describing facet has four questions and a maximum score of 20 points. An 
example item is: "refers to labelling internal experiences with words" (Baer et al, 2008, 
p.330). The acting with awareness facet has five items and a maximum score of 25 points. An 
example item is: "includes attending to one’s activities of the moment and can be contrasted 
with behaving mechanically while attention is focused elsewhere (often called automatic 
pilot)" (Baer et al, 2008, p.330). The non-judging of inner experience has five items and a 
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maximum score of 25 points. An example item is: "refers to taking a non-evaluative stance 
toward thoughts and feelings" (Baer et al, 2008, p.330). Finally, the non-reactivity to inner 
experience also has five items and a maximum score of 25 points. An example item is: "the 
tendency to allow thoughts and feelings to come and go, without getting caught up in or 
carried away by them" (Baer et al, 2008, p.330). All facets scores, except observing, can be 
added to find a total FFMQ-SF score from 0-155. Higher scores represent higher levels of 
mindfulness. The FFMQ-SF preserves the good content validity and psychometric properties 
of the original 39-item scale (Bohlmeijer, ten Klooster, & Fledd, 2011). 
Self-compassion Scale Short Form (SCS-SF). The SCS-SF (Raes, Pommier, Neff, & 
Van Gucht, 2011) is a reliable and valid 12-item Likert-style measure of self-compassion. 
Respondents indicate how often experiences occur (e.g. “when something upsets me I try to 
keep my emotions in balance”). The SCS–SF has demonstrated adequate internal consistency 
(Cronbach's alpha ≥ 0.86 in all samples) and has a strong correlation with the original scale (r 
≥ 0.97 all samples) (Raes, Pommier, Neff, & Van Gucht, 2011). 
The Short Warwick-Edinburgh Mental Well-being Scale (SWEMEBS). The 
SWEMEBS (Stewart-Brown, et al., 2009) comprises seven Likert-style items measuring 
mental wellbeing (e.g. “I’ve been able to make up my own mind about things” or “I’ve been 
dealing with problems well”). The scale is correlated with the original 14-item scale (r = 
0.95), which has good internal consistency (Cronbach's alpha = 0.89 in a student sample, and 
0.91 in a population sample), and high test-retest reliability at one week (r = 0.83) (Stewart-
Brown, Tennant, Tennant, Platt, Parkinson, & Weich, 2009).  
Generalised Anxiety Disorder Questionnaire (GAD-7). The GAD-7 (Spitzer, 
Kroenke, & Williams, 2006) contains seven Likert-style items exploring generalised anxiety 
disorder symptoms (DSM-5; APA, 2013) over the past two weeks. Example items are 
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“trouble relaxing”, and “feeling nervous, anxious, or on edge”. The GAD-7 is 
psychometrically valid (Spitzer, Kroenke, & Williams, 2006). 
Patient Health Questionnaire (PHQ-9). The PHQ-9 (Spitzer, Kroenke, & Williams, 
1999) consists of nine Likert-style items exploring the severity for depressive symptoms 
(DSM-5; APA, 2013), during the previous two weeks. Example items are “feeling down, 
depressed or hopeless” and “feeling tired or having little energy”. The PHQ-9 is also a 
psychometrically validated tool (Spitzer, Kroenke, & Williams, 1999). 
Acceptability measures. The following measures were administered at T1 for the 
LiveMind arm, and at T2 for the wait-list arm to explore acceptability. For full versions, see 
Appendix P.  
The QAY-post intervention (QAY-post). The QAY-post included some items that were 
from the QAY administered at T0, plus eight new items designed to explore the participant’s 
experiences of the intervention (i.e. likelihood of recommending the intervention to friends 
and family if they needed treatment). This questionnaire comprised open-ended questions, 
questions with yes/no or multiple choice answers, and Likert-style questions. It was 
developed for this study and has not undergone psychometric evaluation.  
The Change Interview. The Change Interview (Elliott, Slatick, & Urman, 2001) is a 
qualitative interview protocol designed to explore three change process issues (e.g. 
Greenberg, 1986): pre-post changes, helpful factors, and hindering factors (Elliott & James, 
1989). It asks respondents to describe any changes they experienced over the course of 
therapy, their attributions for these changes, and helpful aspects of their therapy. Information 
on negative aspects of therapy and medications is also collected.  
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Intervention development and overview  
Prior to this feasibility study, the LiveMind protocol was developed through a 
rigorous consultation process with experienced MBCT teachers. LiveMind was conducted 
over four ninety-minute sessions, with up to ten participants per group. Two facilitators led 
each session, at least one of whom was an experienced mindfulness teacher meeting the UK 
Good Practice Guidelines (Mindfulness Teachers UK, 2015). As well as the topics discussed 
below, facilitators also incorporated psycho-education around each session theme. See 
Appendix N for the full study protocol.  
Session 1 – being in the present moment 
• Introduction to the group 
• Establish ground rules 
• Complete two formal mindfulness practices (mindful walking practice, and 
mindfulness of the breath) for no longer than 10 minutes each. 
• Reflection on these practices 
• Participants invited to complete home tasks 
Session 2 – letting go of judging  
• Recap of the ground rules 
• Complete two further concrete mindfulness practices 
• Inquiry on these practices 
• Reflect on home tasks and discussion of further home tasks 
Session 3 – turning towards the difficult  
• Complete two mindfulness practices, this time very gently inviting participants to 
bring in a difficult experience, if this feels appropriate 
• Inquiry 
• Reflect on home tasks and discussion of further home tasks 
Session 4 – making choices and taking mindfulness forward  
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• Complete two mindfulness practices  
• Inquiry 
• Discuss taking mindfulness forward 
• Goodbyes 
Procedure 
The study was advertised to secondary care mental health assessment and treatment 
service-users through posters and flyers in the service waiting rooms, and an information 
sheet passed on by clinicians in the team. A mail-out was also sent to the research network; a 
database developed and maintained by the NHS trusts’ research and development team of 
service-users who are willing to be contacted regarding the possibility of participating in 
research trials.  
Service users who expressed an interest in participating were invited to meet a 
research assistant at a convenient time and place. At this meeting the participant information 
sheet was reviewed and the service user was encouraged to ask questions about the study. If 
appropriate, it was explained that an interview would take place after the consent form had 
been signed to determine if the service user met the study criteria.  
The MINI was administered and those service-users who met current criteria for an 
axis 1 disorder were then asked to complete baseline measures (T0). It was explained in a 
sensitive way to service users who did not have a current axis 1 disorder, as determined by 
the MINI, that it would not be appropriate for them to participate in this study. It was made 
clear to participants who were eligible that they were free to end their participation at any 
point, without giving a reason and without affecting the care they would receive afterwards. 
Participant travel expenses were reimbursed for this meeting. 
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Once a minimum of 12 (maximum of 20) people had been recruited, this wave of 
participants was randomised to LiveMind or a wait-list. The study recruited across two 
waves. Participants in the LiveMind arm were given financial support to attend sessions 
where needed. The LiveMind facilitator noted attendance at each session. Participants in the 
wait-list group continued to receive treatment as usual from their care team. After the 
intervention arm completed their LiveMind group, participants from both arms of the study 
met with a research assistant to complete measures (T1). Participants in the LiveMind arm 
had acceptability measures included in their T1 measure pack. Wait-list participants were 
then offered LiveMind. After their final session they met with a research assistant once more 
to complete measures (T2). Acceptability measures were included in their T2 measure pack.  
Interviews were conducted by a team of clinical research coordinators (CRC’s) made 
up of mental health nurses and psychology graduates, who were familiar with the LiveMind 
intervention manual and resources. CRC’s had developed a relationship with participants by 
assisting with travel arrangements throughout the study. An interview schedule was used to 
increase the consistency of data collection and CRCs were transparent about both 
confidentiality and their independent position in relation to clinical teams, to foster trust. The 
interviewers collected data by making handwritten notes during interviews. Responses were 
checked with the participant where necessary to increase the accuracy and credibility of the 
data (Graneheim & Lundman, 2004). Each interview lasted approximately 30 minutes.  
Original verbatim interview notes, anonymised with a unique participant ID code, 
were made available in the NHS building where they were being securely stored. Permission 
was granted by the NHS information governance team for notes to be electronically scanned 
and taken off-site for transcription. PDF files were saved securely on an encrypted memory 
stick and these electronic copies were used to transcribe the data into Microsoft Word. Due to 
the small population of texts available, sampling was deemed inappropriate. Therefore, the 
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entire sample of interviews was analyzed. Participants who had not engaged with the 
intervention (i.e. attended fewer than two sessions and did fewer than four practices at home 
over the course of the study) were not excluded from qualitative analysis as the subjective 
experience of not attending, and the reasons for this, were considered relevant to the research 
question.  
Data analysis 
Quantitative data analysis. Recruitment and retention rates, user satisfaction data 
and outcomes data were analysed descriptively. Participant flow through the study was 
reported in detail in line with CONSORT guidance (Moher, Schulz, Altman, & Lepage, 
2001). Between-group differences on demographic and baseline characteristics were analysed 
to assess whether randomisation was successful in creating two similar groups. The software 
program SPSS (version 24) was used to conduct t-tests (IBM Corp, 2016) for continuous 
variables (e.g. age) and Chi-squared tests (Campbell, 2007) for categorical variables (e.g. 
gender, or presence of a specific diagnosis). See Appendix S for SPSS syntax. 
The study was not designed to be powered to reduce the chances of Type II errors to 
an acceptable level; therefore significance testing was deemed inappropriate. The t-
distribution was used to calculate the 95% confidence intervals for T0 and T1 means. Due to 
the small sample size, comparison of completers and non-completers was also deemed 
inappropriate. Post-intervention between-group effect sizes and their 95% confidence 
intervals were calculated using Cohen’s d (Cohen, 1992) to support sample size calculations 
for a larger trial, and to provide an initial estimate of the effect of the intervention, relative to 
control, on measures of mindfulness, compassion, wellbeing, anxiety, and depression.  
Qualitative data analysis. Responses to the change interview were analyzed using 
content analysis (Hseih & Shannon, 2005; Krippendorff, 2004; Taylor-Powell & Renner, 
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2003). Content analysis is an empirically grounded method for seeking valid knowledge 
characterized by being exploratory in process and predictive or inferential in intent 
(Krippendorff, 2004). Content analysis was originally used in the analysis of text but has 
been applied to transcriptions of verbal reports and interviews to understand human 
behaviour in various contexts (Waltz, Strickland & Lenz, 1991). This method was chosen 
because the research was motivated by an epistemic question about previously inaccessible 
phenomena (i.e. what are the subjective experiences of participants after taking part in 
LiveMind?).This method is aligned with previous studies of similar research questions (e.g. 
Finucane & Mercer, 2006; Hertenstein, et al., 2012). Expressions of attitude and evaluations 
were the focus of this analysis, and a one-to-one correlation between textual units and the 
phenomena articulated in them was assumed (Krippendorff, 2004).  
Transcripts were read and re-read, and mutually exclusive recording units (i.e. a 
sentence or paragraph) were identified and described using a code (i.e. labelled by a term that 
seemed close to the passage itself) using comment bubbles. To avoid the risk of losing 
meaning of the text during the condensation and abstraction process, the unit of analysis for 
this study was the complete thought (Graneheim & Lundman, 2004). This ranged from one 
word to several sentences. Patterns between transcripts were identified and discussed 
regularly with research supervisors (Appendix Z). The analysis also focused on the relative 
importance of each category. Checks were made that no relevant data had been inadvertently 
or systematically excluded, or irrelevant data included (Graneheim & Lundman, 2004). One 
transcript was recoded by an independent rater, and percentage agreement was calculated to 
provide an indication of inter-rater reliability. Any disagreements about the way the data had 
been labelled and sorted in the coding frame were discussed (Woods & Catanzaro, 1988). 
Tabulations were used to summarize the absolute and relative frequencies of each category 
(Krippendorff, 2004).  
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Roles and responsibilities 
Three researchers from two local universities took the LiveMind study through the 
ethical approvals process and provided research and clinical supervision to everyone else 
involved. This included a team of clinical studies coordinators (CSCs) and research assistants 
from the host NHS Trust’s research and development team who were responsible for 
coordinating recruitment, administering measures and logging recruitment and retention data. 
A group of clinical psychologists from the host NHS Trust’s mental health secondary care 
assessment and treatment service delivered the LiveMind intervention and kept attendance 
records. Finally, my role in relation to the LiveMind study was to enter, tidy and screen the 
data already collected, to review medical records to extract further data, to transcribe 
interviews, to refine plans for quantitative analysis, to develop research questions and devise 
an analytic plan for qualitative data, to conduct analyses and interpret findings, to prepare a 
short report for dissemination of the findings to participants (Appendix T), to refine plans for 
wider dissemination of the findings (Appendix U), and to contribute preparing this 
manuscript for submission to the journal Mindfulness (Appendix V). 
 
Results 
 
Recruitment  
The first research question outlined the recruitment target for this trial, which was set 
at recruiting at least 24 participants within six months. Recruitment records confirmed that 
referrals (n=39) from care coordinators were received over a period of three months. Two 
thirds of the individuals (n=26) referred into the study consented to take part and were 
assessed at baseline (Table 4), suggesting that recruitment into an RCT of a transdiagnostic 
brief MBI is feasible in an NHS mental health secondary care setting.  
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Research stage N Proportion (95% CI*) 
1 Numbers referred into the study  39  
2 Of #1, numbers consented and assessed at T0 26 67% (50.98 to 79.37) 
3 Of #2, number randomised  26 67% (50.98 to 79.37) 
4 Of #3, number completing assessment at T0 and T1 18 69% (50.01 to 83.50) 
5 Of those randomised to the intervention arm, number 
attending at least 2 sessions and doing at least four 
practices at home 
9 69% (42.37 to 87.32) 
6 Of those allocated to the wait-list control group, 
number attending at least 2 sessions and doing at least 
four practices at home 
6 46% (23.20 to 70.85) 
Table 4 Descriptive statistics illustrating rates of recruitment and retention  
Retention  
Retention to the study and the intervention were assessed across three research 
questions. Each of these is described in turn. Retention through the process of randomly 
allocating participants to a wait-list control arm was assessed by observing the rate of drop-
out at the point that group allocation was revealed. Recruitment records revealed that no 
participants dropped out of the study after finding out which group they had been allocated to 
(Table 4), suggesting that randomisation of secondary care mental health service-users to a 
wait-list control group is feasible.  
A target for outcome measure completion was set at 70% of participants completing 
measures at T0 and T1. Recruitment records indicated that this target was missed by a small 
margin (i.e. 18 out of 26, 69% of participants, completed measures at T0 and T1). This 
suggests that outcome measure completion was not entirely feasible as this rate of response in 
a full RCT would signify a large quantity of missing data. The 95% confidence interval of 
this proportion, including a continuity correction, is 48% to 85%, indicating that the target of 
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70% is within the estimated range of plausible values for outcome measure completion that 
could be obtained in a subsequent RCT. However, this confidence interval also includes 
values lower than the target. This finding suggests that the study protocol could be improved 
by including additional strategies to improve the rate of outcome measure completion.  
A target for engagement with the intervention was set for at least 70% of participants 
attending two or more intervention sessions, and engaging with at least four mindfulness 
practices at home during the study. Attendance records revealed that the number of 
participants allocated to the intervention group who attended at least two therapy sessions and 
engaged with at least four mindfulness practices at home fell just short of the target (i.e. nine 
out of the thirteen participants, 69%, CI 23-71). See Figure 2 for further details of the flow of 
participants through the study.  
The four participants who did not successfully complete the intervention varied in 
their level of engagement. One participant attended one session only and three participants 
did not attend any sessions. Further exploration of attendance data revealed that there was a 
trend for participants who began the intervention within a month of being recruited to engage 
more than participants who were asked to wait for two or more months before beginning the 
intervention. However, this may have been down to chance fluctuation.  
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Figure 2. Flow of participants through the study 
Not able to contact or declined 
assessment (n= 13) 
 
Referred by care co-ordinator (n= 39) 
¨   Wave one (n= 21) 
¨   Wave two (n= 18) 
 
Assessed for eligibility (n= 26) 
¨   Wave one (n= 14) 
¨   Wave two (n= 12) 
Excluded (n= 0) 
Completed quantitative and qualitative 
measures (n=10) 
• Attended two or more sessions (n= 9) 
• Attended one or fewer sessions (n= 1) 
Not contactable (n= 3) 
Allocated to LiveMind arm (n= 13) 
¨ Received allocated intervention (n= 13) 
• Attended two or more sessions (n= 9) 
• Attended one or fewer sessions (n= 4) 
¨ Did not receive allocated intervention (n= 0) 
 
Completed quantitative measures (n=9)  
Not contactable (n= 4) 
 
Allocated to wait-list control arm (n= 13) 
¨ Received allocated intervention (n= 13) 
¨ Did not receive allocated intervention (n= 0) 
Offered LiveMind intervention (n=9)  
¨ Received intervention (n=6)  
• Attended two or more sessions (n= 6) 
• Attended one or fewer sessions (n= 0) 
¨ Declined intervention (n=3)  
 
Time 1 
Time 0 
Completed baseline assessment and 
randomized (n= 26) 
Enrolment 
Completed qualitative measures (n=5) 
Not contactable (n=8) 
 
 
Time 2 
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Acceptability  
Intervention acceptability was assessed quantitatively and qualitatively using two 
measures, the QAY-post and the change interview. Ten participants allocated to the 
intervention arm of the study and five participants allocated to the wait-list control arm of the 
study agreed to complete these measures. Given that all 15 respondents had experienced the 
LiveMind intervention, data were combined across groups. Attendance was good across the 
combined group of respondents, with 14/15 (93%) present at two or more intervention 
sessions.  
Responses to items on the QAY-post indicated that most of these participants (87%) 
intended to keep practicing mindfulness after the study, and nearly three-quarters (73%) were 
quite or very likely to recommend the intervention to family or friends. Over half of these 
participants (60%) thought the intervention had helped their wellbeing either ‘quite a lot’ or 
‘very much’. The remaining participants (40%) were ‘not sure’ whether the intervention had 
helped their wellbeing. 
Aspects of the intervention that were perceived as being positive or helpful and 
aspects that were perceived as being negative or unhelpful were described by participants 
during the change interview. Categories and themes that emerged are described below, 
illustrated by the words the participants used to communicate their experiences. The 
categories and themes that emerged from the data were not mutually exclusive and it was a 
common occurrence that several were described simultaneously. A high-percentage of 
agreement (92%) was found when one transcript was re-coded by an independent rater, 
indicating good inter-rater reliability of the coding frame.  
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Although helpful and unhelpful aspects of the intervention were both sometimes 
expressed within one category, each participant communicated what appeared to be a 
predominant feeling of one or the other. Four categories emerged from the data; perceived 
effects on wellbeing, change processes, internal experience, and practicalities (Table 5).  
In relation to the perceived effects of the LiveMind intervention on wellbeing, all 
respondents (n=15) reported that the overall effect had been positive. For example, one 
participant said: “[I’m] emotionally stronger. I recognize that I can deal with life challenges 
much easier. I often reflect from doing the course how out of control I was and now how I’m 
able to change that from negatives to positives. I feel more in control. It’s almost like I’ve 
learnt a new form of management which includes kindness to myself, loving myself.” 
Alongside talking about the positive effects on wellbeing, most participants (n=9) also 
reported that there had been some challenging experiences. These included fatigue, and the 
foregrounding of difficulties. One participant said: “I’m more active. I feel more tired. I’m 
sleeping better through the night though”, and another said: “Having to look at yourself and 
past experiences, being aware that you’re going to have to suffer with mental health”. 
A range of change processes were identified by participants. Some participants (n=4) 
identified only positive change processes, while the majority (n=8) identified a mixture of 
positive and challenging processes that had contributed to a positive overall impression. One 
participant commented only on negative change processes. The experience of receiving 
support from others was described only in positive terms. One participant said: “I spoke to 
mum about the course and she said it sounded interesting so that was encouraging”. In 
contrast, the experience of cultivating mindfulness was described in mixed terms. For 
example, one participant said: “The draining and nourishing exercises were good and made 
you think how you approached things and made me think about nourishing activities I used to 
do but got out of the habit”, while another said: “In the course, walking around in circles, I 
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had to sit down but I found this very rewarding. I still made movements with my legs… 
initially I thought it wasn’t helpful, but then realized it was.”   
 
Categories  Subcategories (proportion of participants) 
Perceived 
effects on 
wellbeing 
Positive overall impression:  
Feeling more at ease (10/15; more relaxed, more in control) 
Feeling generally better (7/15; more optimistic about the future, happier) 
More active (5/15; getting things done, decisive, trying new things) 
Improved sleep (2/15) 
Challenging experiences, but positive overall impression: 
More tired (1/15) 
Fore grounded difficulties (8/15; difficult memories, difficult feelings) 
Change 
processes 
Positive overall impression: 
Support from others (4/15; family, therapist, friends) 
Challenging but positive overall impression: 
Cultivating mindfulness (8/15; mindful movement, practicing regularly) 
Group process (5/15; increase in support, dominant characters) 
Overall negative: 
Getting started (1/15) 
Internal 
experience 
Positive overall impression: 
Being receptive to mindfulness (11/15; motivated, willing to try) 
Inner strength (7/15; survival instinct, confidence) 
Challenging but positive overall impression: 
Motivation to change (4/15; being ready, confidence in ability to change) 
Mood (7/15; expectations of self, fears, intensity, negative focus) 
Cognitions (6/15; difficult thoughts, critical thinking) 
Practicalities Challenging but positive overall impression: 
Delivery (7/15; increase preparedness, noisy venue, good facilitation, breaks needed, NHS 
venue, timing) 
Duration (5/15; too short) 
Overall negative: 
Group size (3/15; too small) 
Access (7/15; sitting in one position, mindful movement, CD only) 
Table 5. Categories and subcategories that emerged from qualitative data 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
81 
 
The process of being in a group was also described in mixed terms. For example, one 
participant said: “[The course] was very well done, we were given a chance to explain how 
we felt after each exercise – [I] found this very useful”, while another said: “One old man 
tried to dominate the group straight from the start and tried to make the focus on him. I 
reiterated the ground rules to him to try and avoid it happening again, but ended up tuning 
him out”. The participant who only described negative change processes appeared to be an 
exception.  
Several phenomena emerged as perceived influences on the internal experience of 
taking part in the study. An equal number of participants described only positive internal 
factors as only positive change processes (n=4), although these were not the same 
individuals. The remainder of participants (n=9) described a mixture of positive and 
challenging internal factors. Most participants described the positive internal experience of 
being receptive to mindfulness. For example, one participant said: “I went in to it open 
minded. I didn’t expect it to be magical… although it can be quite magical! [I’m] feeling 
optimistic about continuing to practice”, while another said: “You need to be in the course 
and you need to focus on it, which I did”. Over half of the participants talked about 
connecting with their inner strength. One participant said: “I’m determined. I’m not going to 
let it beat me. I may not win the battle today, but I’ll win the war eventually”, while another 
said: “It’s given me a stronger, more relaxed mind, able to hold back and think things 
through”.  
Inner aspects were mostly described as challenging at the time, but not sufficiently 
challenging to view the course as unhelpful overall. Participants described challenges around 
their motivation to change, mood and cognitions. For example, one participant said: “[I was] 
wanting the course to help, wanting to see a change, I think in the past I’ve attended things 
because I’ve been told to. This was different. The motivation came from me. I’m ready for a 
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change… I was apprehensive before starting as on a previous course of mindfulness, I had to 
pull out early owing to a family bereavement and was concerned that this may trigger those 
feelings again but it didn’t.”  
Practicalities were described more often in negative terms, with three participants 
describing only negative experiences of the practicalities of taking part, and all remaining 
participants (n=12) describing a mixed picture with some challenges and some positive 
experiences. Subcategories for those who found the practical elements challenging but had a 
good overall experience appeared related to delivery and duration. One participant said: “[I 
needed more] awareness. It requires so much patience to be part of the group. People need 
to realize that things get easier after the first week and emphasis needs to be placed on this. 
Whole set up of the group/ research was very good. Booklet and CD were very good and 
helped learning away from the course. I really appreciate the whole set up, it was good. So 
empowering”. A third of the participants said that they wanted the course to be longer. For 
example one participant said: “I wanted the course to last longer and for more people to join 
the course... open up the course to more people, advertise widely, drop-in centers, libraries 
etc.” 
Negative aspects of the practicalities associated with the experience included the 
group being too small. For example, one participant said: “The small group was good, but 
then if 1 or 2 couldn’t make it then the group would be too small. So maybe a slightly bigger 
group, but not more than 8 or 10… it could get overwhelming”. Other participants described 
difficulties accessing the exercises due to physical problems or not having electronic access 
to the audio tracks. One participant said: “Doing the mindfulness practice at home was 
harder than in class. Sitting in the same position for long periods. I found several distractions 
at home. An app on my phone would have been better”. Another participant said: “I don’t 
have a mobile CD player, so can’t listen to the CD when I want to practice outside. CD 
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should be on YouTube then I can access it on my smart phone. There are other exercises on 
YouTube, but none are relevant to the course material”.  
Potential for impact 
A total of eighteen participants completed measures at both T0 and T1. Nine of these 
had been allocated to the LiveMind arm and nine had been allocated to the wait-list arm. A 
comparison of clinical and demographic variables between study completers and study 
dropouts revealed some differences between these two groups (Table 6). Study completers 
(i.e. participants completing measures at T0 and T1) appeared to be, on average, an older and 
more homogenous group in terms of age than study dropouts (i.e. participants not completing 
measures at T0 and T1). The magnitude of this effect was approaching medium in size (d 
=0.48) but was non-significant (t (23) = -1.08, p =.29). However, given the non-significant 
difference and wide confidence interval around the effect size, caution should be taken when 
interpreting this finding. The difference between study completers and study dropouts on the 
baseline measures of depression, anxiety, compassion, wellbeing, and mindfulness were 
small and non-significant. This suggests that baseline differences in mental health, self-
compassion or mindfulness may not have contributed to dropping out of the study, although 
this would need to be explored again in a definitive trial, because the lack of significance 
might be due to lack of statistical power. Comparison of study completers and study dropouts 
across a range of categorical variables at baseline (T0) revealed a number of differences 
between these two groups.  
The odds of leaving school before the age of 16 were 33% higher for study dropouts 
than for study completers, with a 95% confidence interval of 0.05% to 221%. The odds of 
being employed were 22% higher for study dropouts compared to study completers, with a 
confidence interval of 0.07% to 216%. Both of these confidence intervals were entirely above 
zero, indicating statistically significant findings. However, there may be Type 1 errors due to 
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multiple comparisons given the number of variables examined. Finally, the odds of being in a 
long-term relationship, marriage, or civil partnership were 39% higher for study completers 
compared to study dropouts. As none of the participants who dropped out of the study were 
in a relationship, the true population effect for this variable was not calculable.  
 
Continuous 
variables 
Study completers 
n=18 
Mean (SD) 
Study dropouts 
n=8 
Mean (SD) 
Mean difference 
(Std. Error 
Difference) 
Cohen’s d (95% CI) 
Age 45.12 (12.01)a 38.75 (17.07) -6.37 (5.89) 0.48 (-5.06 to 12.31) 
Depression 
(PHQ-9 at T0) 
12.28 (8.31) 13.88 (8.13) 
1.60 (3.51) 
-0.20 (-4.04 to 5.43) 
Anxiety       
(GAD at T0) 
8.44 (6.98) 10.75 (6.73) 
2.31 (2.94) 
-0.35 (-3.57 to 4.32) 
Compassion (SCS 
at T0) 
28.17 (8.82) 32.00 (13.47) 
3.83 (4.42) 
-0.38 (-4.46 to 8.95) 
Wellbeing 
(Warwick at T0)  
20.00 (7.63) 20.25 (3.99) 
0.25 (2.29) 
-0.04 (-3.56 to 2.73) 
Mindfulness 
(FFMQ at T0) 
55.17 (12.99) 53.50 (11.70) 
-1.67 (5.15) 
0.14 (-5.86 to 8.25) 
Categorical 
variables (T0) 
Study completers 
n=18 
n (%) 
Study dropouts 
n=8 
n (%) 
Difference in 
proportions 
Odds ratio (95% CI) 
Left school at or 
before the age of 
16 
3 (16.7%) 3 (37.5%) 20.8% 0.33 (0.05 to 2.21) 
English as a first 
language 
16 (88.9%) 8 (100%) 11.1% 0 (not calculable) 
Female 13 (72.2%) 6 (75%) 2.8% 0.87 (0.13 to 5.82) 
Had tried 
mindfulness 
meditation before 
12 (66.7%) 5 (62.5%) 4.2% 1.2 (0.21 to 6.80) 
Employed 5 (27.8%) 4 (50%) 22.2% 0.38 (0.07 to 2.16) 
In a long-term 
relationship/ 
married/ civil 
partnership 
7 (38.9%) 0 (0%) 38.9% 0 (not calculable) 
Notes. a One study completer did not disclose their age, therefore n=17 for this analysis 
Table 6. Comparison of study completers and study dropouts on a range of demographic and 
clinical variables 
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Pre-post changes on all measures from the completer sample (i.e. participants with 
full T0 and T1 datasets) were analyzed in more detail. However, given some of the 
differences between study completers and study dropouts and the small sample size, these 
findings should be interpreted with caution. Across measures of mindfulness, self-
compassion, and wellbeing an increased score from T0 to T1 indicates improvement. 
Comparison of T0 to T1 scores revealed either equal or higher T1 scores for both groups on 
all three measures (Table 7). This suggests a trend towards increased wellbeing, mindfulness, 
and self-compassion for all participants in the trial. However, the main analysis of interest is 
the controlled between-group comparison. Intervention participants showed greater T0-T1 
improvement in mindfulness than wait-list participants, with between-group differences on 
FFMQ subscales being in the medium range. Intervention participants also showed greater 
T0-T1 improvement in self-compassion than wait-list participants, with between-group 
differences on the SCS being in the large range. Whilst encouraging, this study wasn’t 
powered to find significant effects, and the 95% confidence intervals for all effect sizes 
crossed zero meaning that it remains plausible that there is no difference between the two 
arms.  
For measures of depression and anxiety a decreased score indicates an improvement. 
Comparison of T0 to T1 scores revealed a difference between groups on these measures. For 
the intervention group, lower T1 scores on both measures were found, indicating trends 
towards clinical improvement in depressive symptoms and towards worsening in anxiety 
symptoms for controls (Table 7). Again, the main analysis of interest is the controlled 
between-group comparison. Intervention participants showed greater T0-T1 improvement in 
depression and anxiety than wait-list participants, with between-group differences in T0-T1 
changes on the PHQ-9 and GAD-7 being in the medium range. Again, while this finding is 
encouraging, this study wasn’t powered to find significant effects, and the 95% confidence 
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intervals for all effect sizes crossed zero meaning that it remains plausible that there is no 
difference between the two arms.  
To explore the magnitude of change, effect sizes were calculated using the within 
group paired difference means, standard deviations, and sample sizes. Based on benchmarks 
suggested by Cohen (1988), the results indicated a small effect of intervention over control 
on measures of mindfulness (d =-0.31) and wellbeing (d =0.17). The effect of intervention 
over control for measures of depression (d =0.46), and anxiety (d =0.49) were approaching a 
medium size, and a large effect of intervention over control on a measure of compassion (-
1.05). However, large confidence intervals around all of these effects sizes suggest that the 
findings should be interpreted with caution. For further details see Appendix Q for SPSS 
syntax and Appendix S for testing output. 
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Table 7. Descriptive statistics for study completers only (i.e. participants who completed measures at both T0 and T1.  
 
T0 
Mean (SD) 
T1 
Mean (SD) 
Within-group change      (i.e. 
T1-T0) 
Mean (SD) 
Between-group 
differences in     T0-
T1 change scores. 
Mean (SD) 
Between-group 
differences in T0-T1 
change score effect 
sizes. Cohen’s d (95% 
CI) 
 
LiveMind 
(n=9) 
Waitlist  (n=9) 
LiveMind 
(n=9) 
Waitlist  (n=9) LiveMind Waitlist 
FFMQ total  57.67 (10.27) 52.67 (15.45) 64.22 (12.69) 56.55 (9.40) -6.56 (7.60) -3.89 (10.34) 5.22  (8.91) -0.31 (-5.28 to 6.44) 
  Non-react  9.44 (3.13) 9.44 (3.47) 14.11 (4.62) 12.22 (3.03) -4.67 (2.65) -2.78 (4.02) 3.72 (3.44) -0.59 (-2.32 to 2.04) 
  Observe  12.44 (4.22) 11.33 (2.55) 13.67 (4.82) 11.11 (2.67) -1.22 (2.22) 0.22 (2.91) 0.50 (2.62) -0.59 (-2.04 to 1.31) 
  Act-aware 17.11 (4.28) 13.33 (4.36) 18.78 (3.31) 13.44 (1.81) -1.67 (3.04) -0.11 (4.76) 0.89 (3.95) -0.41 (-2.40 to 2.70) 
  Describe  15.11 (3.79) 15.78 (5.24) 16.78 (4.47) 16.11 (4.76) -1.67 (2.35) -0.33 (2.35) 1.00 (2.38) -0.60 (-2.14 to 0.93) 
  Non-judge 16.00 (4.06) 14.11 (5.04) 14.56 (5.08) 14.78 (5.38) 1.44 (4.10) -0.67 (3.57) -0.39 (3.88) -0.58 (-2.10 to 2.91) 
SCS 27.00 (8.41) 29.33 (9.57) 36.56 (13.43) 32.56 (11.08) -9.56 (7.92) -3.22 (4.47) 6.39  (7.04) -1.05 (-6.22 to 1.87) 
Warwick 20.33 (7.62) 19.67 (8.09) 20.33 (8.85) 20.89 (3.79) 0.00 (9.49) -1.22 (4.99) 0.61  (7.38) 0.17 (-6.03 to 3.43) 
GAD-7a 8.33 (6.89) 8.56 (7.49) 7.00 (6.76) 8.67 (4.77) 1.33 (1.22) -0.11 (4.20) -0.61 (3.09) 0.49 (-0.30 to 3.24) 
PHQ-9 a 12.56 (6.93) 12.00 (9.92) 9.89 (8.12) 11.00 (6.73) 2.67 (3.67) 1.00 (4.09) -1.83 (3.87) 0.46 (-1.94 to 3.13) 
Notes.  a Lower scores indicate fewer or less intense symptoms. On all other scales the reverse is true (i.e. higher scores indicate fewer or less intense symptoms) 
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Discussion 
 
This feasibility study aimed to explore rates of recruitment and retention acceptability, 
and preliminary efficacy of a brief MBI in a secondary care mental health setting (LiveMind). 
Seven research questions were examined. The first question concerned the feasibility of the study 
protocol in terms of recruitment. The methods were found to be both feasible and effective. 
However, as the original research study used the same recruitment methods, and recruitment was 
found to be unfeasible, there may have been other factors impacting on the rate of recruitment, 
such as transdiagnostic approach, or the availability of alternative routinely offered clinical 
interventions. Further research is needed to explore this in more detail. The remaining six 
research questions were explored using archival data from the LiveMind trial.  
The next three research questions concerned the feasibility of the study protocol in terms 
of retention. Firstly, at the point of randomisation it was found that participants did not drop out 
after being allocated to the wait-list condition. This suggests that a RCT design is feasible. 
Secondly, rates of outcome measure completion were lower than the target set, suggesting that 
the study protocol could be improved with additional engagement strategies (Brueton, et al., 
2011). Examples include reimbursing participant travel costs and using email, text, or post to 
contact participants in addition to phone calls. In addition, a trend was found for participants 
engaging more if they began the LiveMind intervention within a month of being recruited. The 
implications of this for a definitive trial are that an active control arm may improve engagement. 
Thirdly, attendance to sessions and between session practices were lower than the target set, 
suggesting that there may have been barriers to engagement. While the findings were not far 
below the thresholds set for outcome measure completion or engagement with the intervention, 
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further research exploring barriers to engagement could be conducted to further refine the study 
protocol prior to a definitive trial.  
The fifth and sixth research questions concerned acceptability. It was found that 
participants spoke about the intervention and study protocol in positive terms and reported that 
they were likely to recommend the intervention to friends and family. Furthermore, none of the 
respondents perceived that the intervention had a negative effect on their wellbeing. Categories 
that emerged from the qualitative data were perceived effects on wellbeing, change processes, 
internal factors, and practicalities. Within each of the four categories, participants described 
having had more positive or helpful experiences, or challenging experiences that led to a positive 
overall impression, than negative or unhelpful experiences. In relation to change processes, 
participants demonstrated considerable insight into their experience that being receptive to 
mindfulness and the intervention made them more able to make use of the meditation practices. 
This finding is consistent with an established theory of readiness to change (Prochaska & 
DiClemente, 1986), suggesting that the results presented here are in line with change literature. 
In relation to practicalities, a subcategory highlighted the perception that LiveMind materials 
could be improved by being accessible online. This finding is in line with evidence suggesting 
that the most effective form of MBI delivery is online (Newby, McKinnon, Kuyken, Gilbody, 
Dalgleish, 2015). In practice, the question of how individuals intend to access resources could be 
usefully added to pre-intervention discussions with individuals interested in attended a MBI.  
The last research question concerned preliminary efficacy. As the analysis explored the 
completer sample only, study completers and dropouts were compared first on a range of 
demographic and clinical variables. It was found that some differences existed between these 
groups that support hypotheses around barriers to engagement. For example, participants who 
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dropped out were more likely to be employed and less likely to have a long-term partner. 
Employment may have served as a barrier to attending a fixed time group intervention for 
practical reasons, and having a long-term partner may have provided support and encouragement 
to engage with the LiveMind sessions and meditation practices.  
For the key comparison of interest in relation to preliminary efficacy (i.e. the between-
group differences in T0-T1 change scores), a trend towards improvement was found on measures 
of mindfulness, self-compassion, wellbeing, anxiety, and depression. The largest effect was 
found on a measure of self-compassion. This is consistent with preliminary theoretical (Gu, 
Strauss, Bond & Cavanagh, 2015) and empirical (Kuyken et al., 2010) work that suggests 
improvements in compassion can be a mediator of the beneficial effects of MBIs on mental 
health.  
Strengths and limitations of the findings 
A strength of this feasibility study is that the research questions and mixed-methods 
design were aligned with guidelines for the evaluation of a complex intervention (Craig, et al., 
2008). The inclusion of qualitative data enabled a rich exploration of the participant perspective, 
generating useful and meaningful information for refining a definitive trial protocol. The 
credibility of the qualitative findings was increased by including the experiences of participants 
allocated to the wait-list arm, in accordance with best practice (Patton, 1987; Adler & Adler, 
1988). However, there was no random sampling of the qualitative data. Therefore, sampling 
biases inherent in the interviews (i.e. there being relatively few study dropouts) may have 
impacted the findings.  
Additional study limitations include not being powered to address efficacy questions, not 
including any measure of adherence to the LiveMind protocol, and not rendering participants 
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blind to their group allocation. The sample size could be considered on the small side. However, 
it is not unusual to run feasibility studies with this number of participants (Lancaster, Dodd, & 
Williamson, 2004; Julious, 2005). Furthermore, no data relating to the ethnicity of participants 
was collected. See Appendix W for a broader consideration of study limitations.  
 
Conclusion 
A range of methods were used to analyse archival data from the LiveMind trial. It was 
found that recruitment methods were feasible, but the protocol would benefit from being refined 
to improve retention. Evidence from a qualitative analysis suggested that the LiveMind 
intervention was acceptable, and evidence from a quantitative analysis suggested that the 
LiveMind intervention has the potential to be effective. Combined, these results indicate that a 
definitive LiveMind trial is warranted.   
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Materials related to section A 
Appendix A: Contents of each electronic database searched 
 
Database Contents 
Medline over 16 million journal articles from the 1950s onwards, including 5,200 
journals in 37 languages 
Psycharticles more than 181,200 full text articles from 1894 onwards, including 102 
psychology specific journals 
Psychinfo more than 3.6 million records from 1597 onwards, including nearly 2,500 
psychologically relevant journals from more than 50 countries 
Web of 
Science 
Citations from 6,000 major scientific, technical and medical journals as 
well as published literature from conferences, symposia, seminars, 
colloquia workshops and conventions 
the 
Cochrane 
library 
over 5,000 systematic reviews and over 650,000 other data records, 
covering clinical trials, methods, technology and economic evaluations 
Prospero international records of all prospectively registered systematic reviews in 
health and social care, welfare, public health, education, crime, justice, 
and international development, where there is a health-related outcome 
 
 
 
 
 
 
 
 
 
 
 
 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
104 
 
Appendix B: Full-text article screening records 
 Citation Included? 
(reasons for exclusion) 
1 Dixon-Gordon, K. L., Chapman, A. L., & Turner, B. J. (2015). 
A preliminary pilot study comparing dialectical behaviour 
therapy emotion regulation skills with interpersonal 
effectiveness skills and a control group treatment. 
Journal of Experimental Psychopathology, 6(4), 369-388. 
doi:10.5127/jep.041714  
No (full DBT intervention 
delivered, therefore 
cannot isolate impact of 
MBI) 
2 Elices, M., Pascual, J. C., Portella, M. J., FeliuSoler, A., 
MartinBlanco, A., Carmona, C., & Soler, J. (Jun 2016). 
Impact of mindfulness training on borderline personality 
disorder: A randomized trial. Mindfulness, 7(3), 584-595.  
Yes 
*same sample as Soler 
(2016) 
3 Farinacci, C., Eisen, L., & Johnson, A. (2005). The 
effectiveness of mindfulness training for borderline 
personality disorder. Australian Journal of Psychology, 
57, 203-204.  
No (full text not available, 
therefore cannot extract 
data) 
4 Federici, A. (2010). Effectiveness of a dialectical behaviour 
therapy skills group for the treatment of suicidal/self-
injurious behaviour and eating disorder symptoms in 
patients with borderline personality disorder. Dissertation 
Abstracts International: Section B: The Sciences and 
Engineering, 70(9-B), 5817.  
Yes 
5 FeliuSoler, A., Pascual, J. C., Borras, X., Portella, M. J., 
MartinBlanco, A., Armario, A., Soler, J. (Jul-Aug 2014). 
Effects of dialectical behaviour therapy-mindfulness 
training on emotional reactivity in borderline personality 
disorder: Preliminary results. Clinical Psychology & 
Psychotherapy, 21(4), 363-370.  
Yes 
*same sample as Feliu-
Soler et al., (2016) 
6 FeliuSoler, A., Pascual, J. C., Elices, M., MartinBlanco, A., 
Carmona, C., Cebolla, A., Soler, J. (2016). Fostering 
self-compassion and loving-kindness in patients with 
borderline personality disorder: A randomized pilot study. 
Clinical Psychology & Psychotherapy,  
Yes 
*same sample as Feliu-
Soler et al., (2014) 
7 Fitzpatrick, S., & Kuo, J. R. (2016). The impact of stimulus 
arousal level on emotion regulation effectiveness in 
borderline personality disorder. Psychiatry Research, 
241, 242-8. doi:10.1016/j.psychres.2016.05.004  
Yes 
*same sample as Kuo et 
al., (2016) 
8 Huss, D. B., & Baer, R. A. (Feb 2007). Acceptance and 
change: The integration of mindfulness-based cognitive 
therapy into ongoing dialectical behaviour therapy in a 
case of borderline personality disorder with depression. 
Clinical Case Studies, 6(1), 17-33.  
No (MBCT delivered 
alongside full DBT 
intervention, therefore 
cannot isolate impact of 
MBI) 
Running head: Reducing Distress and Supporting Positive Mental Health with Mindfulness 
105 
 
9 Kramer, U., (2016). The Role of Coping Change in Borderline 
Personality Disorder: A Process-Outcome Analysis on 
Dialectical-Behaviour Skills Training. Clinical Psychology 
& Psychotherapy. doi:10.1002/cpp.2017 
Yes 
*same sample as Kramer 
et al., (2016) 
10 Kramer, U., Pascual-Leone, A., Berthoud, L., de Roten, Y., 
Marquet, P., Kolly, S., Page, D. (2016). Assertive anger 
mediates effects of dialectical behaviour-informed skills 
training for borderline personality disorder: A randomized 
controlled trial. Clinical Psychology & Psychotherapy, 
23(3), 189-202. doi:10.1002/cpp.1956  
Yes 
*same sample as Kramer 
(2016) 
11 Kuo, J. R., Fitzpatrick, S., Metcalfe, R. K., & McMain, S. 
(2016). A multi-method laboratory investigation of 
emotional reactivity and emotion regulation abilities in 
borderline personality disorder. Journal of Behaviour 
Therapy and Experimental Psychiatry, 50, 52-60. 
doi:10.1016/j.jbtep.2015.05.002  
Yes 
*same sample as 
Fitzpatrick & Kuo (2016) 
12 Magyari, T. (2015). Chapter: Teaching mindfulness-based 
stress reduction and mindfulness to women with complex 
trauma. 140-156.  
No (no clear diagnosis of 
BPD, therefore cannot 
compare results with 
other studies) 
13 Sachse, S., Keville, S., & Feigenbaum, J. (2011). A feasibility 
study of mindfulness-based cognitive therapy for 
individuals with borderline personality disorder. 
Psychology & Psychotherapy: Theory, Research & 
Practice, 84(2), 184-200.  
Yes 
14 Sauer, S. E., & Baer, R. A. (2012). Ruminative and mindful 
self-focused attention in borderline personality disorder. 
Personality Disorders-Theory Research and Treatment, 
3(4), 433-441. doi:10.1037/a0025465  
Yes 
*same sample as Sauer 
(2014) 
15 Sauer, S. E. (2014). The effect of mindfulness and rumination 
on tolerance of anger in individuals with borderline 
personality disorder. Dissertation Abstracts International: 
Section B: The Sciences and Engineering, 75(6-B (E), 
Sefe.  
Yes 
*same sample as Sauer & 
Baer (2014) 
16 Scherpiet, S., Herwig, U., Opialla, S., Scheerer, H., 
Habermeyer, V., Jancke, L., & Bruhl, A. B. (Sep 2015). 
Reduced neural differentiation between self-referential 
cognitive and emotional processes in women with 
borderline personality disorder. Psychiatry Research: 
Neuroimaging, 233(3), 314-323.  
Yes 
17 Shaw Welch, S., Rizvi, S., & Dimidjian, S. (2006). Chapter: 
Mindfulness in dialectical behaviour therapy (DBT) for 
borderline personality disorder. 117-139.  
No (no empirical study 
data reported) 
18 Soler, J., Elices, M., Pascual, J. C., Martin-Blanco, A., Feliu-
Soler, A., Carmona, C., & Portella, M. J. (2016). Effects 
Yes 
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of mindfulness training on different components of 
impulsivity in borderline personality disorder: Results 
from a pilot randomized study. Borderline Personality 
Disorder and Emotion Dysregulation, 3, 1-1. 
doi:10.1186/s40479-015-0035-8  
19 Soler, J., Valdeperez, A., Feliu-Soler, A., Pascual, J. C., 
Portella, M. J., Martin-Blanco, A., Perez, V. (2012). 
Effects of the dialectical behavioural therapy-mindfulness 
module on attention in patients with borderline 
personality disorder. Behaviour Research and Therapy, 
50(2), 150-157. doi:10.1016/j.brat.2011.12.002  
Yes 
20 Soler, J., Elices, M., Pascual, J. C., Martin-Blanco, A., Feliu-
Soler, A., Carmona, C., & Portella, M. J. (2016). Effects 
of mindfulness training on different components of 
impulsivity in borderline personality disorder: results from 
a pilot randomized study. Borderline Personality Disorder 
and Emotion Dysregulation, 3(1), 1-10. 
Yes 
*same sample as Elices 
(2016) 
21 Williams, J. M. G., & Swales, M. (Oct-Dec 2004). The use of 
mindfulness-based approaches for suicidal patients. 
Archives of Suicide Research, 8(4), 315-329.  
No (no clear diagnosis of 
BPD therefore cannot 
compare results with 
other studies) 
22 Veerkamp, M., Gotink, R. & Schoorl, M. (2016) Mindfulness 
based emotion regulation training. Tijdschr 
Psychotherapy, 42(19), doi: 10.1007/s12485-015-0109-5 
No (full text not available 
in English therefore 
cannot screen) 
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Appendix C: Graphic presentation of quality appraisal scores 
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Soler et al. 2009
Soler et al. 2012
Federici 2008
Sachse et al. 2011
Kuo et al. 2016
Sauer 2012
Scherpiet 2015
Was the study controlled?
Was the control group a comparable treatment?
Did the study adhere to an established treatment protocol (e.g. MBSR, MBCT, MBRP, or MMRP)?
Did the study administer measures at follow up?
Did the study use validated outcome measures?
Were the therapists clinically trained? (i.e., clinical psychologists, trainees in clinical psychology, or social workers)?
Were the therapists mindfulness trained (i.e., formal training in validated protocols, or mindfulness meditation training/ experience)?
Were participants randomized between MBT and control groups?
Did participants in both groups spent an equal amount of time in treatment?
Were the experimenters blinded to condition (mindfulness or control) and/or were participants blinded to the study hypotheses?
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Materials related to Section B 
Appendix D: Sequence of events 
 
This has been removed from the electronic copy  
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Appendix E: My original research proposal 
 
 
This has been removed from the electronic copy  
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Appendix F: Outcome evaluation by the course team for my original research proposal 
 
 
This has been removed from the electronic copy  
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Appendix G: The second version of my original research proposal, following the outcome 
evaluation by the course team 
 
 
 
This has been removed from the electronic copy  
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Appendix H: My fully worked up research protocol, based on my original research 
proposal, and developed according to my local trust’s R&D practice 
 
 
This has been removed from the electronic copy  
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Appendix I: Approval from the course team for extra funds for my original proposal 
	
	
This has been removed from the electronic copy  
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Appendix J: REC provisional approval for my original research proposal 
 
 
This has been removed from the electronic copy  
 
 
 
 
 
  
  
115 
 
Appendix K: HRA approval for my original research proposal 
 
 
 
This has been removed from the electronic copy  
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Appendix L: My revised research proposal  
 
 
 
This has been removed from the electronic copy  
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Appendix M: Outcome evaluation by the course team for my revised research proposal  
 
 
 
This has been removed from the electronic copy  
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Appendix N: LiveMind course protocol 
 
 
LiveMind 
Living Well Through Mindfulness  
 
Course Protocol 
Version 2.1 (April 2016) 
 
This four session mindfulness-based intervention has been developed specifically for people who may 
find a standard eight week course (MBCT or MBSR) too challenging because of current mental health 
difficulties. It may also be helpful for people who are unsure or ambivalent about committing to an eight 
week course. 
This course was developed in consultation with MBCT teachers working in mental health services and 
we are very grateful to the teachers who gave their time and thought to helping develop this protocol. 
The course is strongly influenced by the MBCT course protocol (Segal et al, 2002) and we acknowledge 
and thank the authors for providing inspiration for the LiveMind protocol. We are also very grateful to 
Lizzie Clark who did a tremendous amount of work in organising the consultation and in helping to 
develop this protocol. 
There is no orientation session for LiveMind. Our consultation suggested that this could make the course 
seem too long and might detract from our intention of offering a brief introductory MBI. Instead there is 
an information sheet for participants, given prior to the course starting, and a course workbook for 
participants to support their learning.  
Finally, it is important to say that this protocol has not been widely implemented or evaluated. This 
means that we do not know if people will find it beneficial or helpful. We therefore do not recommend 
its use outside of a research context which will help us to learn about its potential effectiveness.  
* Please note that transcripts of mindfulness practices and audio recordings are available to support this 
protocol. 
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Session 1: Being in the Present Moment 
Session objectives 
The aim of the first session is to provide an introduction to mindfulness and to overview the format of 
the course. In this session we discuss how many of us live our lives on ‘auto-pilot’ and how being in a 
‘doing mode’ may not always be beneficial. Participants will begin to practice and discuss how we can 
shift from the doing mode by paying attention mindfully to everyday experiences (such as the breath) 
and how we can use the breath to return to the here and now. The session will end with an invitation for 
participants to practice mindfulness at home the next session.  
10 mins Introductions. Facilitators introduce themselves and participants introduce each other in 
pairs/three just saying name and how travelled today and then to the group (maybe 
introducing their partner to the group) 
10 mins Facilitator explains the purpose of the group, group structure (number of sessions, 
length of sessions etc.) including attitudinal foundations of mindfulness 
15 mins Group develop shared group rules together to support the group to feel a safe and 
comfortable place to be, inviting group members to suggest rules and write these up on 
flip chart and to have up in each session. Ensure this list includes: 
§ Confidentiality (and what this means – i.e. OK to share your experiences of the 
group with others but not other people’s experiences) 
§ Respecting other people (ok to have different opinions, giving people time to 
talk, no obligation to contribute) 
§ Time keeping (try and be on time if possible but come if you are going to be late, 
that’s fine, if you are going to be late or miss a session please let facilitator know 
(give contact details) 
§ Commitment (no obligation to keep coming but let us know if you can’t come, 
inviting daily mindfulness practice 10 mins a daily as best you can, but do what 
feels manageable) 
10 mins Mindful walking practice* (or inviting people to sit and raise legs up and down as an 
alternative) 
10 mins Inquiry about walking practice – what was noticed during the practice, weaving in 
learning about mindfulness (esp. especially in relation to session theme - being in the 
present moment, automatic-pilot etc.)  
10 mins Mindfulness of the breath practice* (focusing on contact with the chair, or feet on the 
floor as an alternative if the breath is particularly challenging) 
15 mins Inquiry about mindfulness of breath practice, weaving in learning about mindfulness 
(esp. in relation to session theme - being in the present moment, automatic-pilot etc.) 
10 mins Home tasks – explaining why we have home tasks. Hand out Session 1 summary and CDs 
with practices (and/or give participants opportunity to download as MP3 files to their 
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phones), invite to listen to the mindfulness of body and breath practice (10 mins) every 
day and to bring mindfulness to an everyday activity 
 
 
 
 
Session 2: Noticing Judging and letting it be 
Session objectives 
In this session group members will recap briefly on how they found the first session and will then begin 
to reflect upon how we can relate differently to our experiences. Through starting to notice judgements 
we all experience, the group will begin to discuss that thoughts may not necessarily be true (i.e. 
thoughts are not facts). Through inquiry the group can begin to notice that we can be aware of 
judgements and other difficult thoughts without getting lost in them. Bringing in self-compassion gently 
and carefully as this can result in deepening of self-judgements. As a first step with being more self-
compassionate we focus on noticing judgements (especially about the self) and allowing these to pass.  
 
10 mins Welcome and revisit group rules  
10 mins Mindfulness of walking practice* (noticing preferences, what we like and don’t like) 
15 mins Inquiry about walking practice (weaving in learning – e.g. noticing how easily 
judgements come in about not doing the practice properly) 
15 mins Reflecting on home practice, what was noticed, helpful, challenging, looking at building 
in daily practice, challenges (discussing in pairs then as whole group) 
15 mins Mindfulness of sounds and thoughts practice* (noticing preferences, what we like and 
don’t like, urges) 
15 mins Inquiry about practice (weaving in learning – e.g. noticing how easily judgements come 
in about thoughts, noticing ‘thoughts are not facts’) 
5 mins Home tasks – read Session 2 summary and listen to mindfulness of body and breath 
practice daily if possible (10 mins) and bringing in mindfulness to an everyday activity 
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Session 3: Mindfulness in Daily Life 
Session objectives 
In the penultimate week, the group will think more about bringing mindfulness to our daily lives, 
noticing nourishing and draining activities in our lives and using mindfulness as a way of making more 
conscious choices about how we spend our time. 
 
5 mins Welcome and revisit group rules 
15 mins Mindfulness of body and breath practice*, noticing anything in experience right now 
that we might wish to be different, noticing choices we have available and being mindful 
when making and following choices 
15 mins  Inquiry about in-session practice and home practice (weaving in learning around making 
choices) 
10 mins Walking practice*  
10 mins Inquiry about walking practice (weaving in learning in relation to mindfulness of choices) 
25 mins Nourishing/draining activities (in pairs then as a group noticing nourishing/draining 
activities from the past week and considering nourishing activities for the following 
week and writing these down) 
5 mins 3-minute breathing space* (emphasising this can be helpful during the day at times of 
difficulty and how this can help us to choose how best to respond)  
5 mins Home tasks – read Session 3 summary and listen to mindfulness of body and breath 
practice daily if possible (10 mins), keeping a nourishing/draining activities daily diary, 
bringing mindfulness to an everyday activity and to walking in daily life and bringing in 
the breathing space when this seems helpful. 
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Session 4: Taking Mindfulness Forward 
Session objectives 
In the final session we will reflect more on intentional skilful action – we can respond more promptly 
and effectively to signs of diminishing mood by learning about our own patterns of mind and body. We 
will review the planned nourishing activities from the previous week and will contemplate further on 
how we can make mindful decisions and choices in our lives, and seeing this as a way of being kind to 
ourselves. We will also discuss how we might want to take mindfulness forward in our lives. This will 
include making intentions (where appropriate) about mindfulness practice and potentially about 
deepening of mindfulness practice. 
 
5 mins Welcome and revisit group rules 
10 mins Walking practice* (depending on space available), inviting mindfulness of choices 
10 mins  Inquiry about practice (weaving in learning about mindful choosing) 
20 mins Reviewing nourishing and draining activities diary from previous week, paying equal 
attention to nourishing activities and planning nourishing activities for the following 
week and weeks 
15 mins Sharing experiences of the LiveMind course (in pairs) – what has changed for me 
personally? what do I want to remember? what do I want to keep doing? 
15 mins Sharing experiences of the LiveMind course as a whole group, including facilitators. 
Perhaps sharing a memento of the group.  
5 mins 3-min breathing space*  
10 mins  Where next? Taking mindfulness practice forwards, keeping up with practice (formal 
 informal) and further courses 
5 mins  Goodbyes and keeping up the good work 
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Appendix O: LiveMind study protocol and recruitment materials  
 
A Feasibility Randomised Controlled Trial of a Brief 
Mindfulness-Based Intervention in a Mental Health 
Secondary Care Setting  
 
 
STUDY PROTOCOL 
 
Chief Investigator:   Dr Clara Strauss a, b 
Co-Investigator:   Dr. Kate Cavanagh a 
Study Sponsor: Sussex Partnership NHS Foundation Trust 
 
a University of Sussex 
b Sussex Partnership NHS Foundation Trust 
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1. Study Summary 
There is a proliferation of research investigating the effectiveness of mindfulness-based 
interventions for mental health difficulties. Learning mindfulness is thought to be of therapeutic benefit 
(Keng, Smoski, & Robins, 2011) and, as a consequence, has been incorporated into a number of 
mindfulness-based interventions (MBIs) for a wide range of mental health difficulties (Fuchs, Lee, 
Roemer & Orsillo, 2013). 
 
However, traditional mindfulness-based therapies require a large commitment from participants 
(in terms of group attendance and practice) and from the National Health Service to be able to offer 
mindfulness-based interventions to those who may find this intervention useful (Crank & Kuyken, 2012; 
Langdon, Jones, Hutton & Holtum, 2011). As mindfulness can have beneficial effects of mental health 
when offered in a brief, or self-help format (Thompson et al., 2010; Walker, 2010; Meyers, 2009), it 
seems pertinent to investigate the feasibility of offering low-intensity mindfulness interventions. 
Consequently, our research team has developed a brief mindfulness-based intervention, which can be 
delivered in a secondary care mental health setting, which will provide participants with a taster of some 
basic mindfulness skills.  
 
We propose to conduct a randomised controlled trial to investigate the feasibility of this brief 
mindfulness intervention.  Twenty-four to forty service users from secondary care services in Sussex 
Partnership Trust will be recruited. We will examine a number of feasibility issues: 
a) Are there service users eligible for this intervention in Sussex Partnership Trust? 
b) Is it possible to recruit service users to a brief mindfulness-based intervention? 
c) Is randomisation to the intervention arm and the control arm feasible? 
d) Rates of retention of service users to a brief MBI.  
e) Rates of completion of the questionnaires. 
f) Are the measures suitable? 
In addition, we plan to conduct a qualitative interview with participants after they have completed the 
therapy. In this interview we will ask for participants views on the intervention and the study. We will use 
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this information to further guide any changes that may be required to the therapy protocol and to the 
design of the study.  
 
2. Introduction 
There is a proliferation of research investigating the effectiveness of mindfulness-based 
interventions for mental health difficulties. Mindfulness is state of consciousness characterised by the 
self-regulation of attention towards current experiences coupled with acceptance of these experiences 
(Bishop et al., 2004).   Learning mindfulness is thought to be of therapeutic benefit (Keng, Smoski, & 
Robins, 2011) and, as a consequence, mindfulness training has been incorporated into a number of 
mindfulness-based interventions (MBIs).  The evidence for effectiveness for MBIs is strongest for the use 
of mindfulness-based cognitive therapy (MBCT) in preventing depressive relapse for individuals who 
have experienced three or more previous episodes of depression (Teasdale et al., 2000; Ma & Teasdale, 
2004; Kuyken et al., 2008). Recent meta-analytic work suggests that mindfulness approaches may also be 
beneficial for individuals currently experiencing a depressive episode (Clark, Cavanagh & Strauss, in 
preparation). However, the evidence for the effectiveness of MBIs in mental health settings beyond 
depression is limited. Indeed, people experiencing more severe mental health difficulties such as 
psychosis are typically excluded from MBCT groups. 
 
In the UK National Health Service (NHS) individuals who experience severe and enduring 
mental health conditions (e.g. longstanding psychosis, personality disorders or treatment-resistant 
depression/anxiety disorders) are seen by secondary care mental health teams. The predominant evidence-
based mindfulness-based intervention for mental health difficulties, MBCT, was not designed for people 
currently experiencing symptoms of a mental health difficulty (Segal, Williams & Teasdale, 2002) . 
Indeed caution is advised given the lengthy mindfulness practices and that MBIs can heighten distress for 
people who are currently distressed (e.g. Finucane & Mercer, 2006). For this reason, an MBI based on 
briefer mindfulness practices and shorter session duration, may be of benefit to this group of people. To 
our knowledge however, this has not been systematically evaluated.  
 
In addition to the clinical rationale for a brief mindfulness-based intervention, there may also be a 
secondary rationale to test the effectiveness of a brief MBI. There is currently a push to widen the 
availability of MBIs from both clinicians (Shonin, Van Gordon & Griffiths, 2013) and service users 
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(Kingston, Dooley, Bates, Lawlor & Malone, 2007). However, levels of demand for psychological 
therapies are out stripping demand (Mind, 2013). When traditional models of psychological therapy 
cannot meet current demand, alternative forms of delivery such as brief therapies, or self-help can provide 
useful alternatives (Power & Gilbody, 2005). If a brief mindfulness-based intervention in a secondary 
care service is effective, this could increase the accessibility of this therapy for service users in 
comparison to a longer-duration therapy. Encouraging evidence suggests mindfulness-based interventions 
can be beneficial when delivered in a self-help or brief format in student samples (Cavanagh et al., 
(2013), as well as individuals experiencing symptoms of depression (Thompson et al., 2010; Walker, 
2010).  
 
As a consequence of the clinical and service-level need for a brief mindfulness-based intervention, 
our research team, through a formal consultation with clinicians in Sussex Partnership NHS Trust, have 
developed a brief, four-session MBI for delivery in a secondary care mental health setting, developed to 
be suitable transdiagnostically. We propose to test the feasibility of this brief MBI by conducting a 
feasibility randomised controlled trial in which we will recruit twenty-four to forty service users from 
secondary care services in Sussex Partnership NHS Foundation Trust.  Feasibility studies are 
recommended before conducting large-scale study of a new intervention in order to try and identify and 
amend issues such as acceptability, recruitment and retention, that can raise problems in the large-scale 
study. This means that the purpose of feasibility research is not to test the effectiveness of the intervention 
(Medical Research Council, 2008, National Institute of Health Research, 2014). Instead, this feasibility 
work will enable the research team to determine if the study and the intervention are feasible. We will be 
able to, based on the results from the present study to adapt the therapy and the study protocol if 
necessary. 
We will examine a number of feasibility issues in this study: 
a) Are there secondary care service users eligible for the brief intervention in secondary care mental 
health services? 
b) Is it possible to recruit service users to a brief mindfulness-based intervention? 
c) Rates of retention of service users to a brief MBI.  
d) Rates of completion of the assessment questionnaires. 
e) Are the measures suitable? 
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f) Are participants willing to be randomised to a treatment and wait-list arm? 
In addition we will conduct preliminary analysis on the data to estimate the effect size of the 
intervention relative to the wait-list control group. 
In line with good practice for feasibility studies, further to the quantitative work, we plan to 
conduct a qualitative interview (Elliot et al’s 2001 change interview) with participants after they have 
completed the brief mindfulness intervention. In this interview we will ask for participants’ views on the 
intervention and the study. We will use this information to guide any changes that may be required to the 
MBI protocol and to the design of the study.  
 
3. Proposed Methodology 
 
3.1 Study Design  
 The quantitative study will utilise a randomised controlled trial study design (Barker, Pistrang & 
Elliot, 2002) with a waiting-list control arm. Once the post group assessment has been completed (time 2 
in the diagram below), the waiting-list arm will then be offered the brief mindfulness intervention, meaning 
the study will then have an observational design. 
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Figure 1. Anticipated flow of participants through study 
A trial with 24-40 participants will allow us to run four therapy groups and, conservatively 
assuming 50% of participants take part in the interview stage, will allow sufficient feedback on the therapy 
and the research protocol. Sample sizes for randomised feasibility trials can vary greatly, but a sample size 
of approximately forty participants has been used when testing the feasibility of other psychological 
interventions (e.g. Kazak et al., 2005; Scott et al., 2001).  
3.2 Participants 
24-40 service users 
recruited and complete 
baseline 
24-40 service users 
randomised 
12-20 service users 
randomised to brief MBI 
12-20 service users 
randomised to wait-list 
 
12-20 service users 
receive brief MBI 
12-20 service users receive 
treatment as usual 
12-20 service complete 
assessment 
12-20 service users receive 
treatment as usual 
12-20 service users 
randomised to brief MBI 
12-20 service users 
receive brief MBI 
12-20 service users 
complete assessment 
 MBI arm  Wait-list arm 
m 
12-20 service users 
complete assessment  
Time 1  
 
Time 2 
Time 3 
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Twenty-four to forty participants will be recruited from secondary care mental health services in 
Sussex Partnership NHS Foundation Trust. Service users will either be referred into the study by care team 
staff from Sussex Partnership, or will be identified as suitable for the study via Sussex Partnership’s 
Research Network. More information on the recruitment strategy is provided in section 3.5 of the protocol.  
As this research is a feasibility study, power calculations have not been used to determine sample 
size. This is because the aim of this study surrounds pragmatic issues (such as recruitment and retention 
etc.), as opposed to estimating the effect size for the intervention. This means that the purpose of feasibility 
research is not to test the effectiveness of the intervention (Medical Research Council, 2008, National 
Institute of Health Research, 2014), therefore power calculations are not required. 
 
 Potential participants must meet the following inclusion criteria: 
• Currently accessing a secondary care mental health service in Sussex Partnership NHS Foundation 
Trust 
• Have an assigned lead practitioner/care co-ordinator 
• Have a current risk assessment 
• Meet criteria for a current axis 1 disorder as assessed by the Mini International Neuropsychiatric 
Interview 
 
 Potential participants will be excluded if: 
• Are not willing and able to work safely in a therapy group  
• Experience problematic substance abuse that may adversely influence the therapy group 
• There is a risk of current or recent (past month) active suicidal attempt or intent 
• Have experienced a recent (past month) serious life event/crisis, which would make an MBI 
inappropriate at this time. 
• At the point of consent, a service user will be excluded from the study if they are, or have plans to 
take part in another form of psychological therapy (in a research or a service context), or are taking 
part in research investigating new medicinal products. 
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3.3 Measures and Assessment Process 
All questionnaire assessments and interviews will be conducted by a research assistant. All of the 
questionnaires (items 2-6 below) will be completed at time point 1, 2 and 3. The mini-international 
neuropsychiatric interview (item 1 in the list) will only be completed at time point 1. The data collected 
from this interview will be used to assess eligibility for the study and will also be used  by the research team 
to describe the sample in terms of diagnosis. Finally Elliot’s change interview (item 7), which participants 
who consent to take part in, will only be completed once the therapy is over (i.e. at time 2 for participants 
in the MBI arm and at time 3 for participants in the waiting-list arm.   
All of the questionnaire measures numbered 2-6 have been validated in psychological research. 
The MINI interview has also undergone rigorous research and is deemed psychometrically sound. We have 
adapted the interview schedule from Elliot’s (2001) change interview to make the questions more relevant 
to the aims of our study. We are using the same adaptations to the interview as other studies that have taken 
place in Sussex Partnership Trust 
The collection of data at assessment sessions will follow a strict protocol and include the following 
psychometrically robust measures: 
1. Mini-International Neuropsychiatric Interview (MINI, Sheehan et al., 1998). The MINI is a short 
structured diagnostic interview and was designed to meet the need for a short, but accurate 
psychiatric interview using DSM-IV or ICD10 criteria. The interview has been used widely in 
psychological and psychiatric research and shows good psychometric properties.    
2. Five Factor Mindfulness Questionnaire Short Form (FFMQ-SF, Bohlmeijer, ten Klooster, 
Fledderus, Veehof & Baer, 2011). The short form of the FFMQ provides a reliable and valid 
instrument (24 items) to measure the five factors of mindfulness, without the time burden of the 
longer version of the questionnaire. Participants use a 5 point Likert scale ranging from never or 
very rarely true – very often or always true to indicate responses to items such as “I make 
judgements about whether my thoughts are good or bad” and “I tell myself I shouldn’t be thinking 
the way I’m thinking”.  
3. Self-compassion Scale Short Form (SCS-SF, Raes, Pommier, Neff & Van Gucht, 2011). The short 
form of the self-compassion scale has near perfect correlations with the long scale when examining 
total scores. The short-form shows good psychometric properties on the total scores (but less 
reliable subscale scores). The questionnaire incorporates 12 items, using a 5 point scale of almost 
never – almost always including items such as “I try to see my failings as part of the human 
conditions” and “when something upsets me I try to keep my emotions in balance”.  
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4. The Short Warwick-Edinburugh Mental Well-being Scale (SWEMEBS, Stewart-Brown et al., 
2009). The SWEMEBS is a 7 item measure of mental well-being (focusing primarily on 
psychological and eudemonic well-being and few covering hedonic well-being or affect). 
Participants are asked, on a 5 point Likert scale ranging from none of the time – all of the time to 
answer questions such as “I’ve been able to make up my own mind about things” and “I’ve been 
dealing with problems well”. The SWEMEBS has been found to satisfy the strict unidimensionality 
of the Rasch model and be largely free of bias.  
5. Generalised Anxiety Disorder Questionnaire (GAD-7; Spitzer et al., 2006).  The GAD-7 is an easy 
to use self-administered patient questionnaire that is a psychometrically validated screening tool 
and severity measure for generalised anxiety disorder. The scale uses a 4 point Likert scale ranging 
from not at all – nearly every day, with items asking respondants to reflect on how often they have 
experienced symptoms of generalised anxiety such “feeling afraid as if something awful might 
happen” or “feeling nervous, anxious, or on edge”. 
6. Patient Health Questionnaire (PHQ-9; Kroenke; Spitzer & Williams, 2001). The PHQ-9 is a 
psychometrically validated 9 item questionnaire which scores the nine DSM-IV criteria as 0 – not 
there at all – 3 nearly every day. Items include “feeling down, depressed or hopeless” and “feeling 
tired or having little energy”.  
7. Elliot’s (2001) Change Interview. The Change Interview is a semi-structured questionnaire 
designed to ask participants their experiences of a psychological intervention. Specifically it asks 
about changes that have occurred in the person's life since starting the intervention and what they 
attribute these changes to. Changes can be attributed to the intervention or to other factors. Finally, 
participants are asked to comment on the aspects of the intervention that helped change to occur 
and those aspects that might have hindered change from occurring. 
In addition to these interviews and measures, participants will complete a series of short 
demographic questions and questions about their mental health at time 1, along with a couple of 
questions about their experience of mindfulness and meditation practices. At times 2 and 3 a series of 
short questions will be asked to participants in both arms of the study about their practice of mindfulness 
and their intentions to practice mindfulness. Questions about participants experience of therapy and 
their medication will be repeated at times 2 and 3.  
 
3.4 Therapy Protocol 
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The protocol for this therapy was developed through a rigorous consultation process with 
experienced MBCT teachers and secondary care clinicians. Therapy will be conducted over 4 one and a 
half hour sessions, with up to ten people in a group. The mindfulness groups will be facilitated by two 
facilitators, at least one of whom is an experienced mindfulness facilitator. As well as the topics discussed 
below facilitators will also incorporate psychoeducation around the session themes.  
 
Session 1 – being in the present moment 
• Introduction to the group 
• Establish ground rules 
• Complete two concrete mindfulness practice (such as mindful walking practice, or mindfulness of 
the breath) 
• Reflection on these practices 
• Participants invited to complete home tasks 
 
Session 2 – letting go of judging  
• Recap of the ground rules 
• Complete two further concrete mindfulness practices 
• Inquiry on these practices 
• Reflect on home tasks and discussion of further home tasks 
 
 
Sessions 3 – turning towards the difficult   
• Complete two mindfulness practices, this time very gently inviting participants to bring in a 
difficult experience, if this feels appropriate 
• Inquiry 
  
134 
 
• Discussion of home tasks 
 
Sessions 4 – making choices and taking mindfulness forward 
• Complete two mindfulness practices  
• Inquiry 
• Discuss taking mindfulness forward 
• Goodbyes 
 
3.5 Procedure 
Participation within the study will involve the following stages: 
1) Recruitment will take place using three strategies: 
a. Initially Research Assistants and Clinical Research Coordinators (CRCs) will attend team 
meetings in secondary care mental health services to discuss the study. Team members will 
be asked to identify service users who meet the study inclusion/exclusion criteria and refer 
service users into the study. Before  referring service users into the study, secondary care 
clinicians will ask service users if they are happy for the research team to possess the 
contact information that is listed on the referral form (i.e. contact details etc.). If service 
users provide verbal agreement, the clinician will then pass the referral form with this 
personal information on to the research team. 
b. The Sussex Partnership Trust Research Network will also be screened by CSOs in the 
Research and Development department of Sussex Partnership Trust. The Research 
Network is a database of service users and staff from Sussex Partnership Trust who have 
consented to be contacted about research studies they may be eligible to take part in and 
also have provided consent for their notes to be screened to check their eligibility for 
research studies. Clinical studies officers will then use the electronic care plan approach 
(eCPA) to determine if the service user has a lead practitioner or care co-ordinator. eCPA 
is the electronic system where clinical notes are reported. Specifically, notes are held 
surrounding assessments, plans and reviews of individual's mental health care needs. If the 
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service user does have a lead practitioner/ care co-ordinator and appears to meet the study 
inclusion/exclusion criteria the CSO will send the service users information about the 
study.  
c. Posters and leaflets proving information about the study will be made available to service 
users. These posters and leaflets will be available in waiting areas in the recruiting mental 
health team bases in order to inform service users about the study. The posters and leaflet 
provide brief information about the study and direct service users to the lead Clinical 
Research Coordinator (CRC) for the study in the R&D department where they can find out 
more about the study. If the service user has a lead practitioner/care co-ordinator and 
appears to meet the study inclusion/exclusion criteria the CRC will send the service user 
information about the study. 
2) Service users who express an interest in participation will be invited to meet with a study research 
assistant at a time and place that is convenient. At this meeting the participant information sheet 
will be reviewed and the service user will be encouraged to ask questions about the study. If 
appropriate, the consent form will then be completed. It will be made to clear to participants both 
through the participant sheet, and in the meeting with the research assistant, that signing the consent 
form for the study does not mean service users are eligible for the study. It will be explained that 
an interview that will take place after the consent form has been signed will determine if the service 
user meets the study criteria. 
3) The MINI will then be conducted. If participants meet current criteria for an axis 1 disorder the 
questionnaire measures will then be completed. If the service user does not have a current axis 1 
disorder as determined by the MINI it will be explained to them in a sensitive way that they are not 
appropriate for the current research 
4) In the assessment meeting it will be made clear to all service users that they are free to end their 
participation within the study at any point, without giving a reason and without affecting the care 
they receive. Participant travel expenses will be reimbursed for this meeting. 
5) Once 12-20 people have been recruited participants will be randomised to either the brief MBI 
group, or to the waiting-list arm. 
6) Participants in the brief MBI group will be offered the intervention, whilst participants in the 
waiting-list group will continue the treatment they would receive as normal from their care team. 
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7) All participants will complete the questionnaire measures with a study research assistant at time 
point 2. 
8) Participants in the waiting-list arm will then be offered the brief MBI.  
9) All participants will complete the questionnaire measures for the final time.  
10) Participants will also be asked if they would like to take part in Elliot’s (2001) change interview 
about their experience taking part in the brief mindfulness intervention and also their experience of 
being part of the study. The interview will be offered to participants once they have completed the 
brief intervention (i.e. at time point 2 for the brief MBI arm and at time point 3 for the waiting-list 
arm). 
 
3.6 Planned Data Analysis 
 The primary aim of the quantitative study is to assess the feasibility of running a larger randomised 
control trial. Feasibility will be assessed by examining the following questions: 
a) Are there service users eligible for this intervention in Sussex Partnership Trust? We will deem 
the study feasible if there are a minimum of 12 service users eligible for the study in each of the 
two sites in Sussex Partnership Trust.  
b) Is it possible to recruit service users to a brief mindfulness-based intervention? Recruitment will 
be deemed feasible if we can recruit at least 12 service users in each of the sites across a six 
month period. As we will be using a couple of recruitment strategies we will also examine which 
strategy is most effective. 
c) Do services users complete a brief mindfulness intervention? Sufficient completion of the 
intervention is defined as attending at least 50% of the therapy sessions and engaging with at least 
four practices/ exercises during the intervention. 
d) Do participants complete questionnaire mesures? A completion rate of 70% will deem the study 
feasible. 
e) Are the measures suitable? The suitability of the measures will be determined from the qualitative 
information provided in the interview.  
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f) Are participants willing to be randomised to a treatment and wait-list arms? If a large percentage 
of individuals (i.e. 30%) are not willing to take part in the study because of randomisation, 
randomisation will not be deemed feasible. 
The data from the client change interview schedule will be transcribed and analysed using thematic 
analysis (see Boyatzis, 1998; Braun & Clarke, 2006). Thematic analysis was chosen because it was seen 
as a suitable method of disseminating what was said in the interviews, identifying patterns and offering 
some interpretation of the data. A data-driven approach (Braun & Clarke, 2006) was adopted for 
interpretation of the data as this was an exploratory study that did not intend to fit with any specific 
theories but instead aimed to explore the participants experience as presented. 
 
3.8 Ethical considerations 
All ethical guidelines outlined by the British Psychological Society (2010), such as allowing 
participants the right to withdraw from research, debriefing etc. will be adhered to. 
Health care 
Based on a pragmatic RCT design the study does not require any restriction to standard, clinical 
care, whether this is medication or delivery of NICE-recommended psychological therapy. At no stage will 
anyone involved in the study request or encourage any professional to make restrictions to clinical care 
from either brief MBI or waiting-list participants. As such, for participants they will receive the therapy in 
addition to their usual clinical care. 
 
Managing Distress 
Each group will be facilitated by two individuals. At least one of the facilitators in each therapy group 
will be an experienced mindfulness therapist in the local NHS mental trust and will have delivered 8-week 
mindfulness interventions before. Mindfulness therapy does not typically generate high levels of distress 
(Goyal et al., 2014). The likelihood of distress occurring will be further minimized by: 
• Employing at least one trained and experienced facilitator per group. 
• All facilitators receiving regular supervision. 
 
It is possible a participant could become distressed during data collection. The Chief Investigator has 
experience in conducting research with individual experience severe and enduring mental health problems 
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and feels they could handle such a situation should it arise. If a participant were to become upset a 
number of routes would be taken to try and safely contain this distress: 
• Participants would be offered a break from the data collection 
• The Chief Investigator would talk through coping strategies they could use to ease their 
distress  
• The Chief Investigator would ensure that the participant had contact details for their care 
team and mental health charities, such as the Samaritans 
• The Chief Investigator would inform participants that the Chief Investigator would 
inform their care team of their distress in order for this to be further followed up by a 
qualified clinician, should they feel this is necessary. 
• Participants would be told they can make a further appointment to complete the data 
collection if it this is preferable. Alternatively it would be reiterated that participants 
could drop-out of the research if it is too distressing. 
 
 
Managing Risk 
All of the individuals that will participate within the study will be in receipt of ongoing clinical 
care from Sussex Partnership NHS Trust. Should an individual present with any difficulties of clinical 
significance during any stage of the research, the research team member will pass concerns on to their care 
coordinator or lead practitioner, after discussing their concerns with the service user in the first instance 
where at all possible. If a participant discloses information that leads the study team member to believe she 
or he might harm themselves or others, the therapist or Chief Investigator will be obliged to pass on this 
information following Sussex Partnership Trust protocol. The limits of confidentiality in this respect will 
be made explicit. These guidelines will apply to individuals who consent to and complete therapy, 
individuals who consent to and subsequently withdraw from the process and individuals who do not give 
consent (and consequently do not participate). The participant will be free to withhold information or 
withdraw from the study at any time without giving reason. 
 
Consent Process 
The research assistant will be responsible for obtaining informed consent from participants. The 
student has an undergraduate and post-graduate psychology degree, experience of working with adults with 
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longstanding mental health problems and clinically-relevant research experience. The student has received 
training from in obtaining informed consent from Dr. Mark Hayward (Director of Research, Sussex 
Partnership NHS Foundation Trust) and has completed Good Clinical Practice Training. In addition the 
student will be supervised in obtaining consent and in other aspects of their role by their supervisors (Dr. 
Clara Strauss and Dr. Kate Cavanagh), both of whom are clinical psychologists with experience of 
conducting NHS are research.  
 
Lone working 
When the Chief Investigator meets with service users when both discussing the study, and collecting 
data for the study, service users will be provided with the option to meet the researcher at either a Sussex 
Partnership Trust building, or at the service users homes. When meetings take place at both of the 
locations, Sussex Partnership Trust and the University of Sussex Lone Working Policy will be followed 
to ensure the researchers safety. This policy includes adhering to the following regulations. 
• Contacting a member of the service users care team to ensure that the service user can be 
met by an individual working alone. If lone working is not advised another member of 
Trust staff will be present during meetings. 
• The researcher positioning themselves next to the nearest exit during meetings. 
• The researcher carrying a charged mobile phone which will be available to use, if needed. 
All appointments will take place during working hours (i.e. Monday-Friday 9-5). When visiting a 
participants home, the Chief Investigator will check in and check out of the interview via their mobile 
phone, with a member of the supervisory team. Details of the locations of home visits will be made available 
to members of the supervisory team also. If the Chief Investigator does not call in, and the supervisors 
cannot make contact with the Chief Investigator, the supervisor will raise the necessary alerts, following 
Sussex Partnership Trust policy 
4. Publication and Dissemination Strategy 
The feasibility and both the quantitative and qualitative outcomes of the study will be written-up 
for submission to a peer reviewed journal. 
Papers for presentation will be targeted at the annual meetings and conferences of the British 
Psychological Society’s Division of Clinical Psychology, the British Association of Cognitive and 
Behavioural Psychotherapists and the Sussex Mindfulness Centre. 
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Findings will be disseminated to study participants and service user groups. A summary of findings 
will be written up for participants and service users and findings will be presented at service user workshops 
and conferences. 
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LiveMind 
Living Well Through Mindfulness: A Four Session Mindfulness Course 
 
 
A feasibility randomised controlled trial of a brief 
mindfulness-based intervention in a mental health 
secondary care setting 
Information Leaflet 
What is mindfulness? 
Mindfulness is a way of paying attention to, and seeing clearly whatever is happening in our 
everyday lives. By being mindful we can observe the thoughts and feelings 
we are experiencing and learn to be kinder to ourselves. This means that 
we can learn to let thoughts and feelings pass – we treat them like clouds 
in the sky and let them float by. Mindfulness can allow us to notice difficult 
thoughts and feelings without getting caught up with them. 
What is the LiveMind research study? 
We are running research study of a four session mindfulness course for 
people receiving care in the Brighton and Hove Assessment and 
Treatment Service of Group Treatment Service. Our course is an 
introduction to mindfulness and we will practice mindfulness together and 
begin to think about how we could start applying mindfulness to our daily 
lives.  
How do I find out more? 
If you would like to find out more about the study please contact [name] by phone on [phone 
number] or [phone number] or by email at [email address]  
A feasibility RCT of a brief mindfulness therapy in secondary care 
Information Leaflet 22.03.16 Version 1 
REC Reference Number: 14/LO/1964 
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LiveMind 
Living Well Through Mindfulness: A Four Session Mindfulness 
Course 
 
 
A feasibility randomised controlled trial of a brief 
mindfulness-based intervention in a mental health 
secondary care setting 
Mindfulness is a way of paying attention to, and seeing clearly 
whatever is happening in our everyday lives. By 
being mindful we can observe the thoughts and 
feelings we are experiencing and learn to be 
kinder to ourselves. 
LiveMind is a research study of a four session 
mindfulness course for people receiving care in 
the Brighton and Hove Assessment and 
Treatment Service of Group Treatment Service.  
If you would like to find out more please 
contact [name] by phone on [phone number] or 
[phone number] or by email at [email address]   
A feasibility RCT of a brief mindfulness therapy in secondary care 
Information Poster 22.03.16 Version 1 
REC Reference Number: 14/LO/1964 
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A Feasibility Randomised Controlled Trial of a Brief Mindfulness-Based Intervention in a Mental 
Health Secondary Care Setting 
We require the following form to be completed for referral into the study. Please note, further screening by the 
research team will take place after referral, therefore referral into the study does not guarantee participation. Only 
return this sheet to the research team once the service user has provided verbal consent for the research team to 
contact them about the research. 
Service user name:                                                              DOB:                                        
Address: 
Telephone number:                                                                                                           
eCPA number:  
Care team & contact number:                                                              
Lead practitioner/ care co-ordinator:  
Please can all referrers complete the following questions referring to the service user named above. It is important 
these boxes are completed accurately, so as to ensure the participant meets the eligibility criteria for this study. 
The aforementioned service user is currently accessing a secondary care service in 
Sussex Partnership Trust 
YES NO 
The aforementioned service user has an assigned lead practitioner/care coordinator 
 
YES NO 
The aforementioned service user has a current risk assessment 
 
YES NO 
The aforementioned service user is willing and able to work safely in a therapy group 
 
YES NO 
The aforementioned service user experiences problematic substance abuse that may 
adversely influence a therapy group 
YES NO 
There is a risk of current or recent (i.e. in the past month) active suicidal attempt or intent 
for the aforementioned service user 
YES NO 
The aforementioned service user has experienced a recent (i.e. in the past month) serious 
life event/crisis which would make a mindfulness intervention inappropriate at this time 
YES NO 
Please note, all clinicians referring service users into the study are required to inform the research team if, at any 
point during the study, the answers provided to the questions above change for the aforementioned service user 
Referrer’s name 
                                                                               
Referrer’s signature 
Referrer’s role within the team 
 
Date 
 
A feasibility RCT of a brief mindfulness therapy in secondary care 
Referral form 23.09.15 Version 3 
REC Reference Number: 14/LO/1964 
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E-mail to be sent to lead practitioners/ care co-coordinators regarding the study 
 
Dear X, 
As you may know a service user (eCPA number: XXX), who is under your care, has shown an 
interest in taking part in the study titled “A feasibility randomised controlled trial of a brief 
mindfulness-based intervention in a mental health secondary care setting”. 
 
This email is to let you know that the service user met with me and consented to take part in the 
study and was eligible to take part / however was not eligible to take part [the research assistant 
will delete as appropriate].  
[If eligible to take part the following sentence will be included]  
Participants will soon be randomised to receive the brief mindfulness intervention imminently, or 
in a couple of months’ time.  
If you would like any more information about the study, or the therapy please feel free to get in 
touch with me on email, or on [phone number here]. 
Thank you for your support of the study. 
Best wishes, 
[name] 
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Participant information leaflet 
  
A feasibility randomised controlled trial of a brief mindfulness-based intervention in a 
mental health secondary care setting 
 
Before you decide whether to take part in any research study it is important to understand why 
the research is being done and what it will involve. Please take time to read the following 
information about this study carefully, and discuss it with friends, relatives or a member of your 
care team if you wish. If you have any questions please feel free to contact the study research 
assistant, [name], or the project leader, [name] can be contacted on [phone number]  
 
Please note, unfortunately you will not be able to take part in this study if you are currently: 
• taking part in any research study involving a psychological therapy 
• taking part in any research involving medication or medical interventions   
• are currently receiving, or plan to receive a psychological therapy in the next few months 
 
Thank you for reading on. 
 
What is the purpose of the study? 
Over the last fifteen years many research studies have looked at the benefits of mindfulness-
based interventions on people’s physical and emotional health. These mindfulness-based 
interventions have typically involved a long course or therapy, which requires a large commitment 
from participants. Within Sussex Partnership Trust we have developed a brief mindfulness-based 
intervention that will be delivered in a group format. We plan to carry out a study to explore 
whether it is possible to research this new mindfulness group. Specifically, we will be addressing 
the question ‘is it feasible to study a brief mindfulness-based intervention in secondary care?’  
 
Why have I been asked? 
Individuals who are in contact with Sussex Partnership are being asked to participate. Specifically, 
we are looking for people who access secondary care services within the Trust. Your care team 
within Sussex Partnership Trust have suggested that you may wish to take part. We are hoping 
to recruit a total of 40 individuals. 
 
Do I have to take part? 
It is entirely your decision whether or not to take part. If you decide to participate you will be able 
to discuss the study with the researcher before signing the consent form. Even then you may 
change your mind and withdraw at any time, without giving a reason. Accepting or declining to be 
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in this study will not in any way affect the standard of health care you receive. You will be given a 
copy of the signed consent form to keep along with this information sheet. 
 
What will happen if I decide to participate?  
Firstly you will speak with the researcher over the phone, who will speak to you about the study 
and what taking part will involve. If you are interested in taking part, you can then meet with a 
researcher ask any questions you may have, and, if you are happy to, consent to take part in the 
project. Once people have consented to take part in the study, you will complete an interview with 
the researcher to establish if you are eligible for the study. This means that not everyone who 
wants to take part in this research may be eligible to. If you are not eligible this means you are 
not currently suitable for the study at this time and will not be able to take part in this piece of 
research. We estimate this meeting with take approximately 60 minutes. 
 
If the interview results indicate you are eligible to take part in this study, the researcher will then 
ask you to complete a questionnaire about you, which will ask you about your age, gender, 
occupation and your history using mental health services. We will then complete some 
questionnaires asking about your emotional well-being. Specifically there will be five tick-box 
questionnaires that will ask you about: 
 
1. How mindful you are in everyday life 
2. Your self-compassion 
3. Your recent experiences of depression 
4. Your recent experiences of anxiety 
5. Your quality of life 
 
This visit will take approximately 40-50 minutes and can take place at your home or at a Sussex 
Partnership Trust building.  
 
After this interview half of the people who take part in the study will be picked at random to be 
offered a place on the brief mindfulness course straight away. This course will be offered over a 
four week period. 
 
Once the brief mindfulness course has finished all people taking part in the project will be asked 
if they would meet with [name here], the research assistant, and will complete the aforementioned 
questionnaires for a second time. 
 
The group of people who did not get offered the mindfulness course initially will then be offered a 
place on the course. Once this course has completed, the research assistant, [name here], will 
meet with all participants for a final time and complete the questionnaires.  
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When you have completed the brief mindfulness course we will ask you if you would like to take 
part in an interview with another research assistant. You will be asked a series of questions about 
your experiences of taking part in the brief mindfulness intervention, and also about your 
experiences of taking part in the research study. This interview will be recorded on an audio 
device. This visit will take approximately 30 minutes and can take place at your home or at a 
Sussex Partnership Trust building.  
 
In short, all participants will meet with a research assistant at four-five time points over 
approximately a four month period to complete a series of questionnaires. At one of these time 
points you will also be asked if you would be willing to be interviewed about your experience of 
the brief mindfulness intervention, and about your experience in taking part in the study. By taking 
part in the study, all participants will be offered the chance to attend a brief mindfulness group – 
some will be offered the group approximately six weeks earlier than others. 
 
What will happen in the group? 
If you take part in the study you will receive in the post some detailed information about the 
mindfulness group. The group will run over a total of four weeks. In the group participants will be 
invited to try mindfulness and will have the opportunity to discuss their experiences with 
experienced mindfulness teachers. All activities and discussions in the group are optional. 
Between the group sessions there will be mindfulness practices and activities the mindfulness 
teacher will invite you to do – again, these practices are all optional. 
 
 
What are the possible disadvantages and risks of taking part? 
The risks of taking part are very small.  Previous studies using mindfulness-based interventions 
indicate that mindfulness does not have negative side effects. However, we are testing a new 
type of mindfulness therapy that has not been used before, so we cannot be sure how people will 
find the group. However, the group will be led by experienced mindfulness teachers and the 
research team have previous experience in researching new mindfulness interventions. If you do 
experience persisting problems you can contact your care team,  the study team, phone the 
Samaritans (08457 909090 – 24 hours) or phone Sussex Mental Healthline (0300 5000101 – 
5pm-9am Mon to Fri, all day weekends and bank holidays).  
 
Will there be possible benefits of taking part in this study? 
This study is being conducted to help us decide if this mindfulness-based intervention is 
appropriate to research and so it is difficult to predict how or whether the group will help you.  
However, by taking part in the research you will have the opportunity to shape future research 
that may go on within Sussex Partnership Trust.  
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Will I get paid for taking part? 
You will not receive any payment for taking part in the study. However if you incur any reasonable 
financial costs, for example by travelling to meet the research team, or to attend the mindfulness 
group, we will be able to reimburse you for your expense. However, you will have to have some 
proof of your expense. If you would like to claim back any expenses during the course of the study 
please talk to [name here], the research assistant about this first.  
 
Will my taking part be kept confidential? 
Your care team will be made aware that you are taking part in this research project. We will keep 
all information we collect from you during the course of the research strictly confidential to the 
study team. Any information about you will have your name and address removed so that you 
cannot be recognised from it and it will be stored in locked cupboards and password controlled 
computers, to which access will be confined to the research team. However, if we have any 
concern about your safety, or the safety of somebody else we are under legal obligation to pass 
this on to the relevant authority.  
 
When taking part in the study, the research team would like to have access to your relevant 
medical records. However, your records would only be accessed for the purposes of the study. 
This would include the research team checking what medication you are taking, finding out about 
whether you have accessed psychological therapies, and determining any diagnosis you may 
have received. 
 
What happens when the study is finished? 
When the researchers have finished analysing the results of the study, they will send you a 
summary of the findings. They will also write articles about the study for psychology journals.  
Nothing in these pieces will allow someone to identify you as having taken part. 
 
What if something goes wrong? 
If you wish to make a complaint please contact [name] on [phone number] or [email address], or 
the Patient Advice & Liaision Service (PALS) on 01323 446042 (East Sussex), 01903 843185 
(West Sussex), 01273 716588 (Brighton & Hove) or PALS@sussexpartnership.nhs.uk  
 
In the unlikely event that you become ill or injured as a result of taking part in this study you will 
be covered by insurance held by Sussex Partnership NHS Foundation Trust. 
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Who has reviewed this study? 
A NHS Research Ethics Committee have reviewed this study. This study has been reviewed and 
received favourable opinion by the South East-Coast Surrey Research Ethics Committee. 
 
Who is organising and funding this study? 
The study is being organised and part funded by Sussex Partnership NHS Foundation Trust and 
The University of Sussex. The Economic and Social Research Council (ESRC) have also 
provided funding for this study.  
 
Where can I find out more? 
If you would like any more information then please feel free to contact the study research 
assistant, [name] on [phone number] or [email address] the project leader, Dr. [name] can be 
contacted on [phone number] or [email address] 
 
Thank you for your interest in this study.  
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Participant Identification Number: 
 
CONSENT FORM 
Title of Project: A feasibility randomised controlled trial of a brief mindfulness-based 
intervention in a mental health secondary care setting 
Name of Researcher leading the study:  [name] 
  Please initial box 
1 I confirm that I have read and understand the Participant Information Sheet dated 23.09.15 (version 
3) for the above study and have had the opportunity to ask questions. 
 
   
2 I understand that my participation is voluntary and that I am free to withhold personal information or 
to withdraw at any time, without giving any reason, and without my medical care or legal rights being 
affected.  
 
   
3 I understand that if I choose to withdraw that any information I have already provided will be kept by 
the research team. 
 
   
4 I give permission for my care team to be informed of my participation in this study.  
   
5 I give permission for the research team to access my relevant medical records where it is relevant 
for the purposes of the study. 
 
   
6 I understand that relevant sections of my medical notes and data collected during the study may be 
looked at by regulatory authorities or from the NHS Trust, where it is relevant to my taking part in 
this research. I give permission for these individuals to have access to my relevant records. 
 
 
   
7 I understand that in the event that I disclose information which may indicate new risk to myself or 
others, the researcher will be obliged to follow Trust risk procedures that may require release of my 
personal data. 
 
   
8 I give permission to be audio-recorded for the sole purposes of the study.  
   
9 I agree to take part in the above study                 
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Name of participant  
 
Date 
 
Signature 
 
 
Researcher  
 
 
Date 
 
 
 
Signature 
 
Please tick this box if you would like to receive a copy of findings from the study o 
If you would like a copy of findings please indicate if you would like these by post o or by email o  
 
A feasibility RCT of a brief mindfulness therapy in secondary care 
Consent Form 23.09.15 Version 3 
REC Reference Number: 14/LO/1964 
 
 
 
 
 
 
 
 
 
  
  
155 
 
Appendix O: LiveMind REC approval  
 
 
 
This has been removed from the electronic copy  
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Appendix P: LiveMind outcome measures  
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A FEASIBILITY RANDOMISED 
CONTROLLED TRIAL OF A BRIEF 
MINDFULNESS-BASED 
INTERVENTION IN A MENTAL 
HEALTH SECONDARY CARE 
SETTING 
 
QUESTIONNAIRE PACK 
TIME 1 QUESTIONNAIRE 
 
Participant ID code: ……………….. 
Date: ……/……/……. 
A pilot RCT of a brief mindfulness therapy in secondary care 
Questionnaire pack time 2 10.10.14 Version 1 
 REC Reference Number: 14/LO/1964 
Participant ID: …………… 
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QUESTIONS ABOUT YOU 
1) What is your age?  
…………………………………………………………………………………… 
2) What gender are you?  
Yes 
 
No 
 
Other 
 
If other, please describe here: 
 
…………………………………………………………………………………… 
 
3) What is your marital status?  
Married/ in a civil partnership  
 
Single 
 
In a long term relationship 
 
Widowed 
 
Divorced/ separated 
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Other 
 
If other, please describe here: 
 
…………………………………………………………………………………… 
 
4) What is your country of birth? 
…………………………………………………………………………………… 
 
5) What is your first language?  
…………………………………………………………………………………… 
 
6) Please tick the box that best describes your ethnic group. 
White (British) 
 
White (other) 
 
Asian/ Asian British 
 
Black/ African/ Carribean/ 
Black British 
 
Chinese/ Chinese British 
 
Mixed ethnicity 
 
Other 
 
I would rather not disclose 
 
If other, please describe here: 
 
…………………………………………………………………………………… 
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7) Please indicate which of the following best describes when you 
left education.  
Left school before 16 
 
Left school at 16 
 
Left school at 17/18 
 
Completed/ completing  
College course 
Completed/ completing  
University course 
 
 
 
 
8) Please provide details of the highest level of educational 
qualification you have 
…………………………………………………………………………………… 
 
9) Do you currently work? (n.b. this includes paid, or voluntary 
work) 
Yes 
 
No 
 
 
 
10) If you answered yes to question nine, which of the options 
below best summarises your work 
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Employed full-time (paid) 
 
Employed part-time (paid) 
 
Employed full-time (voluntary) 
 
Employed part-time  
(voluntary) 
 
Unemployed (on benefits) 
 
Unemployed (not on  
benefits) 
 
Student 
 
Retired 
 
Self-employed 
 
Home-maker 
 
Other 
 
 
 
If you ticked other, please provide details: 
 
…………………………………………………………………………………… 
 
 
11) If you answered yes to question nine, what is your job title 
(or job role)? 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
12) Are you aware of having ever received a mental health 
diagnosis/ diagnoses? If yes, please give details.  
 
 
 
 
 
 
 
 
  
 
  
188 
 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
13) If applicable, when did you receive this diagnosis/ 
diagnoses? 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
14) Are you currently taking any medication for any mental 
health diagnosis?  
Yes 
 
No 
 
 
15) If you answered yes to question 10, what medication (and 
in what doses) are you taking? 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
Nb. If you are not sure of your medication, are you happy for the 
research team to contact your care team to find out?  
Yes 
 
 
 
  
189 
 
 
No 
 
 
16) In the past have you received any psychological therapy?  
Yes 
 
No 
 
 
17) If you answered yes to question 15, please can you provide 
some details on the psychological therapy (i.e. what type of 
therapy did you receive, when did you receive it, how long did 
you have the therapy, who delivered the therapy). 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
 
Nb. If you are not sure of your experience of therapy, are you happy 
for the research team to contact your care team to find out?  
Yes 
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No 
 
 
 
18) Do you have any previous experience of mindfulness 
meditation?  
 
I have no previous experience 
 
 
I have tried mindfulness meditation once before 
 
 
I have tried mindfulness meditation several times before 
 
 
I have participated in a mindfulness meditation course before 
 
 
I am currently participating in a mindfulness meditation course 
 
 
I practice mindfulness meditation regularly  
 
 
19) If you have tried mindfulness meditation before, please 
could you provide some details of your experience of 
 mindfulness.  
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
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…………………………………………………………………………………… 
 
 
20) Do you have any experience of any other forms of 
meditation? 
 
I have no previous experience 
 
 
I have tried another form of meditation once before 
 
 
I have tried another form of meditation several times before 
 
 
I have participated in a course of another form of meditation  
 
 
I am currently participating in a course of another form of meditation 
 
 
I practice another form of meditation regularly  
 
 
21) If you have tried another form of meditation before, please 
could you provide some details of your experience of 
meditation. 
 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
…………………………………………………………………………………… 
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Participant ID: ……………………… 
 
Five Facet Mindfulness Questionnaire (FFMQ): Short form 
Below is a collection of statements about your everyday experience.  Please indicate, by circling 
the number in the box to the right of each statement, how frequently or infrequently you have 
had each experience in the last two weeks.  Please answer according to what really reflects 
your experience rather than what you think your experience should be. 
 
 
Never or 
very rarely 
true 
Not often 
true 
Sometime
s true, 
sometime
s not true 
Often true 
Very often 
or always 
true 
1. I’m good at finding the words to describe 
my feelings 
1 2 3 4 5 
2. I can easily put my beliefs, opinions, and 
expectations into words 
1 2 3 4 5 
3. I watch my feelings without getting carried 
away by them 
1 2 3 4 5 
4. I tell myself that I shouldn’t be feeling the 
way I’m feeling 
1 2 3 4 5 
5. it’s hard for me to find the words to 
describe what I’m thinking 
1 2 3 4 5 
6. I pay attention to physical experiences, 
such as the wind in my hair or sun on my 
face 
1 2 3 4 5 
7. I make judgments about whether my 
thoughts are good or bad. 
1 2 3 4 5 
8. I find it difficult to stay focused on what’s 
happening in the present moment 
1 2 3 4 5 
9. when I have distressing thoughts or 
images, I don’t let myself be carried away 
by them 
1 2 3 4 5 
10. generally, I pay attention to sounds, such 
as clocks ticking, birds chirping, or cars 
passing 
1 2 3 4 5 
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11. when I feel something in my body, it’s 
hard for me to find the right words to 
describe it 
1 2 3 4 5 
 
Never or 
very rarely 
true 
Not often 
true 
Sometime
s true, 
sometime
s not true 
Often true 
Very often 
or always 
true 
12. it seems I am “running on automatic” 
without much awareness of what I’m 
doing 
1 2 3 4 5 
13. when I have distressing thoughts or 
images, I feel calm soon after 
1 2 3 4 5 
14. I tell myself I shouldn’t be thinking the 
way I’m thinking 
1 2 3 4 5 
15. I notice the smells and aromas of things 1 2 3 4 5 
16. even when I’m feeling terribly upset, I can 
find a way to put it into words 
1 2 3 4 5 
17. I rush through activities without being 
really attentive to them 
1 2 3 4 5 
18. usually when I have distressing thoughts 
or images I can just notice them without 
reacting 
1 2 3 4 5 
19. I think some of my emotions are bad or 
inappropriate and I shouldn’t feel them 
1 2 3 4 5 
20. I notice visual elements in art or nature, 
such as colours, shapes, textures, or 
patterns of light and shadow 
1 2 3 4 5 
21. when I have distressing thoughts or 
images, I just notice them and let them go 
1 2 3 4 5 
22. I do jobs or tasks automatically without 
being aware of what I’m doing 
1 2 3 4 5 
23. I find myself doing things without paying 
attention 
1 2 3 4 5 
24. I disapprove of myself when I have 
illogical ideas 
1 2 3 4 5 
© Bohlmeijer et al. (2011) 
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Participant ID: ……………………… 
Self-Compassion Scale (SCS): Short Form 
How I typically act towards myself in difficult times … 
Please read each statement carefully before answering; using the scale given below 
indicate, to the right of each item, how often you behave in the stated manner: 
  
almost                                           almost    
never                                            always 
1 
when I fail at something important to me I become 
consumed by feelings of inadequacy 
1 2 3 4 5 
2 
I try to be understanding and patient towards 
those aspects of my personality I don't like 
1 2 3 4 5 
3 
when something painful happens I try to take a 
balanced view of the situation 
1 2 3 4 5 
4 
when I’m feeling down, I tend to feel like most 
other people are probably happier than I am 
1 2 3 4 5 
5 
I try to see my failings as part of the human 
condition 
1 2 3 4 5 
6 
when I’m going through a very hard time, I give 
myself the caring and tenderness I need 
1 2 3 4 5 
7 
when something upsets me I try to keep my 
emotions in balance 
1 2 3 4 5 
8 
when I fail at something that's important to me, I 
tend to feel alone in my failure 
1 2 3 4 5 
9 
when I’m feeling down I tend to obsess and fixate 
on everything that’s wrong 
1 2 3 4 5 
10 
when I feel inadequate in some way, I try to 
remind myself that feelings of inadequacy are 
shared by most people 
1 2 3 4 5 
11 
I’m disapproving and judgmental about my own 
flaws and inadequacies 
1 2 3 4 5 
12 
I’m intolerant and impatient towards those 
aspects of my personality I don't like 
1 2 3 4 5 
© Raes et al (2009) 
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Participant ID: ……………………… 
 
The Short Warwick Edinburgh Mental Well-Being Scale 
Below are some statements about feelings and thoughts.  
Please circle the number in the box that best describes your experience of each over the last 2 
weeks. 
 
 None 
of the 
time 
Rarely 
Some 
of the 
time 
Often 
All of 
the 
time 
1. I’ve been feeling optimistic about the future 1 2 3 4 5 
2. I’ve been feeling useful 1 2 3 4 5 
3. I’ve been feeling relaxed 1 2 3 4 5 
4. I’ve been dealing with problems well 1 2 3 4 5 
5. I’ve been thinking clearly 1 2 3 4 5 
6. I’ve been feeling close to other 
people 
1 2 3 4 5 
7. I’ve been able to make up my own mind 
about things 
1 2 3 4 5 
 
© NHS Health Scotland, University of Warwick and University of Edinburgh. All rights reserved. 
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Participant ID: ……………………… 
GAD-7 
 
Over the last 2 weeks how often have you been bothered by the following problems? Please circle 
the number in the box to the right. 
 
 
Not at 
all 
Several 
days 
More 
than 
half the 
days 
Nearly 
every 
day 
1. Feeling nervous, anxious or on edge 0 1 2 3 
2. Not being able to stop or control worrying 0 1 2 3 
3. Worrying too much about different things 0 1 2 3 
4. Trouble relaxing 0 1 2 3 
5. Being so restless that it is hard to sit still 0 1 2 3 
6. Becoming easily annoyed or irritable 0 1 2 3 
7. Feeling afraid as if something awful  
     might happen 
0 1 2 3 
 
Total = ……………… 
 
 
 
 
Spitzer et al (2006) 
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Participant ID: ……………………… 
PHQ-9 
Over the last 2 weeks how often have you been bothered by any of the following problems? 
Please circle the number in the box to the right. 
 
 
Not at 
all 
Several 
days 
More 
than 
half the 
days 
Nearly 
every 
day 
1. Little interest or pleasure in doing things 0 1 2 3 
2. Feeling down, depressed, or hopeless 0 1 2 3 
3. Trouble falling or staying asleep, or sleeping too 
much 
0 1 2 3 
4. Feeling tired or having little energy 0 1 2 3 
5. Poor appetite or overeating 0 1 2 3 
6. Feeling bad about yourself — or that you are a 
failure   or have let yourself or your family down 
0 1 2 3 
7. Trouble concentrating on things, such as reading 
the newspaper or watching television 
0 1 2 3 
8. Moving or speaking so slowly that other people 
could have noticed?  Or the opposite — being so 
fidgety or restless that you have been moving 
.around a lot more than usual 
0 1 2 3 
9. Thoughts that you would be better off dead or of 
hurting yourself in some way 
0 1 2 3 
 
© Pfizer Inc. All rights reserved 
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QUESTIONS ABOUT YOU  
(Post-Intervention) 
22) Have you received a mental health diagnosis/ diagnoses 
since your previous assessment for this research study? 
Yes 
 
No 
 
 
23) If you answered yes, please could you specify the 
diagnosis/ diagnoses? 
……………………………………………………………………………………
……………………………………………………………………………………
…………………………………………………………………… 
24)  Since the last meeting for this research project, has your 
medication changed?  
Yes 
 
No 
 
 
25) If you answered yes to question 10, what medication (and 
in what doses) and you taking? 
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………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
Nb. if you are not sure of your medication, are you happy for the 
research team to contact your care team to find out? 
Yes 
 
No 
 
 
 
26) Have you received any other psychological therapy (other 
than the therapy you may have received as part of this research 
study) since your initial assessment for this research study? 
Yes 
 
No 
 
 
27) If you answered yes to question five, please can you 
provide some details on the psychological therapy (i.e. what 
type of therapy are you receive, how long have you been 
receiving the therapy, who delivers the therapy). 
………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
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………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
Nb. if you are not sure of your experience of therapy, are you happy 
for the research team to contact your care team to find out? 
Yes 
 
No 
 
 
 
28) What is your experience of mindfulness meditation since we 
last completed a questionnaire? 
I have not practiced mindfulness 
 
 
I have tried mindfulness meditation once  
 
 
I have tried mindfulness meditation several times  
 
 
I have participated in a mindfulness meditation course  
 
 
I am currently participating in a mindfulness meditation  
 
 
I have practiced mindfulness meditation regularly  
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29)  If you answered have practiced mindfulness, please could 
you provide some details of your experience of mindfulness. 
……………………………………………………………………………………
……………………………………………………………………………………
…………………………………………………… 
……………………………………………………………………………………
……………………………………………………………………………………
…………………………………………………… 
 
30) What is your experience of any other form of meditation 
since we last completed a questionnaire? 
I have no previous experience 
 
 
I have tried another form of meditation once  
 
 
I have tried another form of meditation several times  
 
 
I have participated in a course of another form of meditation  
 
 
I am currently participating in a course of another form of meditation 
 
 
I practice another form of meditation regularly  
 
31) If you have practiced meditation please could you provide 
some details of your experience of meditation. 
………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
………………………………………………………………………………
………………………………………………………………………………
……………………………………………………………… 
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Nb. for researcher 
This participant was assigned to: 
Brief mindfulness arm 
 
Waiting list arm 
 
 
 
 
 
 
QUESTIONS TO BE COMPLETED BY 
PEOPLE WHO WERE RANDOMISED TO 
THE BRIEF MINDFULNESS 
INTERVENTION ARM 
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1) On average, how regularly did you practice formal mindfulness 
meditation (i.e. using a CD from the group) whilst you were 
attending the four week mindfulness group? 
I practiced everyday 
 
 
I practiced 5-6 times a week 
 
 
I practiced 3-4 times a week 
 
 
I practiced 2-3 times a week 
 
 
I practiced once a week 
 
 
I did not practice at all 
 
 
I can’t remember 
 
 
 
 
 
 
 
2) On average, how regularly did you practice informal mindfulness 
meditation (i.e. applying mindfulness to a daily experience like 
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walking, or breathing or brushing your teeth) whilst you were 
attending the four week mindfulness group? 
I practiced everyday 
 
 
I practiced 5-6 times a week 
 
 
I practiced 3-4 times a week 
 
 
I practiced 2-3 times a week 
 
 
I practiced once a week 
 
 
I did not practice at all 
 
 
I can’t remember 
 
 
 
3) During the four week mindfulness course, on how many 
occasions per week (on average) did you bring the ideas or 
principles from the course to experiences in your everyday life? 
............................................................................................................. 
 
4) Did you use any other mindfulness materials, or practices that 
were not included during the four week mindfulness course? 
(Nb. these could include mindfulness practices online, or books 
etc.) 
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Yes 
 
No 
 
 
5) If you answered yes to question 14, please provide details of 
these materials and how often you used them. 
………………………………………………………………………………
………………………………………………………………………………
………………………………………………………………………………
………………………………………………………………………………
……………… 
 
 
6) Do you intend to keep practicing mindfulness now the group is 
over? 
Yes 
 
No 
 
 
 
 
7) Do you plan to keep practicing formal mindfulness mediation 
(i.e. using a CD from the group) now the group is over? 
I plan to practice every day 
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I plan to practice 5-6 times a week 
 
 
I plan to practice 3-4 times a week 
 
 
I plan to practice 2-3 times a week 
 
 
I plan to practice once a week 
 
 
I’m not sure if I plan to practice 
 
 
I don’t plan to practice at all 
 
 
 
 
8) Do you plan to keep practicing informal mindfulness meditation 
(i.e. applying mindfulness to a daily experience like walking, or 
breathing or brushing your teeth), now the group is over? 
I plan to practice every day 
 
 
I plan to practice 5-6 times a week 
 
 
I plan to practice 3-4 times a week 
 
 
I plan to practice 2-3 times a week 
 
 
I plan to practice once a week  
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I’m not sure if I plan to practice 
 
 
I don’t plan to practice at all 
 
 
 
9) Do you plan to use, or search for any other mindfulness 
materials, practices, or groups now the four week course is 
over? (Nb. These could include mindfulness practices online, or 
books etc.) 
Yes 
 
No 
 
 
10) If you answered yes to question 19, please provide details 
of these materials. 
………………………………………………………………………………
………………………………………………………………………………
………………………………………………………………………………
………………………………………………………………………………
……………… 
 
11) How much do you really feel this intervention has helped 
your well-being? Please answer on a score of 1-5 where 1 = not 
at all and 5 = very much. 
Not at all  I’m not sure  Very much 
1 2 3 4 5 
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12) How likely are you to recommend this mindfulness course 
to friends and family if they needed treatment? 
Not at all  I’m not sure  Very much 
1 2 3 4 5 
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Change Interview for LightMind 
(Adapted from Elliott, 2006) 
Interview Strategy: This interview works best as a relatively unstructured empathic exploration of the 
client’s experience of the mindfulness course. Think of yourself as primarily trying to help the client tell 
you the story of his or her the mindfulness course so far. It is best if you adopt an attitude of curiosity 
about the topics raised in the interview, using the suggested open-ended questions plus empathic 
understanding responses to help the client elaborate on his/her experiences. Thus, for each question, 
start out in a relatively unstructured manner and only impose structure as needed. For each question, a 
number of alternative wordings have been suggested, but keep in mind that these may not be needed. 
 
• Ask client to provide as many details as possible 
• Use the “anything else” probe (e.g., "Are there any other changes that you have noticed?"): 
inquire in a non-demanding way until the client runs out of things to say 
 
Introduction given to clients: After the mindfulness course, clients are asked to come in for an hour-
long semi-structured interview. The major topics of this interview are any changes you have noticed since 
the mindfulness course began, what you believe may have brought about these changes, and helpful and 
unhelpful aspects of the mindfulness course. The main purpose of this interview is to allow you to tell us 
about the mindfulness course and the research in your own words. This information will help us to 
understand better how the mindfulness course works; it will also help us to improve the mindfulness 
course. This interview is audio-recorded for later transcription. Please provide as much detail as possible. 
 
Interview Schedule: 
 
1. Changes: [about 10 min] 
1a. What changes, if any, have you noticed in yourself since the mindfulness course 
started? (Interviewer: Reflect back change to client and write down brief versions of the changes for later. 
If it is helpful, you can use some of these follow-up questions: For example, Are you doing, feeling, or 
thinking differently from the way you did before? What specific ideas, if any, have you gotten from the 
mindfulness course so far, including ideas about yourself or other people? Have any changes been 
brought to your attention by other people?) 
 
1b. Has anything changed for the worse for you since the mindfulness course started? 
 
i. ………………………………………………………………………………………………………… 
ii. ………………………………………………………………………………………………………… 
iii. ………………………………………………………………………………………………………… 
iv. ………………………………………………………………………………………………………… 
v. ………………………………………………………………………………………………………… 
 
1c. Is there anything that you wanted to change that hasn’t since the mindfulness course started? 
 
i. ………………………………………………………………………………………………………… 
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ii. ………………………………………………………………………………………………………… 
iii. ………………………………………………………………………………………………………… 
iv. ………………………………………………………………………………………………………… 
v. ………………………………………………………………………………………………………… 
2. Change Ratings: [about 10 min] (Go through each change and rate it on the following three scales:) 
2a. For each change, please rate how much you expected it vs. were surprised by it? (Use this rating 
scale:) 
 
(1) Very much expected it  
(2) Somewhat expected it 
(3) Neither expected nor surprised by the change 
(4) Somewhat surprised by it 
(5) Very much surprised by it 
 
2b. For each change, please rate how likely you think it would have been if you hadn’t done the 
mindfulness course? (Use this rating scale:) 
 
(1) Very unlikely without the mindfulness course (clearly would not have happened)  
(2) Somewhat unlikely without the mindfulness course (probably would not have happened) 
(3) Neither likely nor unlikely (no way of telling) 
(4) Somewhat likely without the mindfulness course  (probably would have happened) 
(5) Very likely without the mindfulness course  (clearly would have happened anyway) 
 
2c. How important or significant to you personally do you consider this change to be? (Use this rating 
scale:) 
 
(1) Not at all important  
(2) Slightly important  
(3) Moderately important  
(4) Very important  
(5) Extremely important 
 
 Expected 
it? (1-5) 
Likely? 
(1-5) 
Importance? 
(1-5) 
Change 1:    
Change 2:    
Change 3:    
Change 4:    
Change 5:    
 
 
3. Attributions: [about 5 min] In general, what do you think has caused the various changes you 
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described? In other words, what do you think might have brought them about? (Including things both 
outside of the mindfulness course and in the mindfulness course) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
 
4. Helpful Aspects: [about 10 min] Can you sum up what has been helpful about the mindfulness course 
so far? Please give examples. (For example, general aspects, specific events) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
 
5. Resources: [about 5 min] 
5a. What personal strengths do you think have helped you make use of the mindfulness course to deal 
with your problems? (what you’re good at, personal qualities) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
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…………………………………………………………………………………………………………………… 
 
5b. What things in your current life situation have helped you make use of the mindfulness course to deal 
with your problems? (family, job, relationships, living arrangements) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
 
6. Problematic Aspects: [about 5 min] 
6a. What kinds of things about the mindfulness course have been hindering, unhelpful, negative or 
disappointing for you? (For example, general aspects. specific events) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
6b. Were there things in the mindfulness course which were difficult or painful but still OK or perhaps 
helpful? What were they?  
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
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…………………………………………………………………………………………………………………… 
 
 
6c. Has anything been missing from your treatment? (What would make/have made the mindfulness 
course more effective or helpful?) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
 
7. Limitations: [about 5 min] 
7a. What personal limitations do you think have made it harder for you to use the mindfulness course to 
deal with your problems? (things about you as a person) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
7b. What things in your life situation have made it harder for you to use the mindfulness course to deal 
with your problems? (family, job, relationships, living arrangements) 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
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…………………………………………………………………………………………………………………… 
 
 
8. Suggestions. [about 5 min] Do you have any suggestions for us, regarding the research or the 
mindfulness course? Do you have anything else that you want to tell me? 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………… 
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Rating Scales: 
 
 
 
 
1 2 3 4 5 
Very much 
expected the 
change to 
happen 
Somewhat 
expected the 
change to 
happen 
Neither 
expected the 
change to 
happen nor 
was 
surprised by 
it 
Somewhat 
surprised by 
the change 
Very much 
surprised by 
the change 
 
 
 
 
 
1 2 3 4 5 
Very unlikely 
without the 
mindfulness 
course 
(clearly 
would not 
have 
happened) 
Somewhat 
unlikely 
without the 
mindfulness 
course 
(probably 
would not 
have 
happened) 
 
Neither likely 
nor unlikely 
(no way of 
telling) 
Somewhat 
likely without 
the 
mindfulness 
course 
(probably 
would have 
happened) 
Very likely 
without the 
mindfulness 
course 
(clearly 
would have 
happened 
anyway) 
 
 
 
 
 
 
1 2 3 4 5 
Not at all 
important 
Slightly 
important 
Moderately 
important 
Very 
important 
Extremely 
important 
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Appendix Q: SPSS syntax for analysis  
 
DATASET ACTIVATE DataSet1. 
RECODE T1.SCS.item1 T1.SCS.item4 T1.SCS.item8 T1.SCS.item9 T1.SCS.item11 
T1.SCS.item12 T2.SCS.item1 T2.SCS.item4 T2.SCS.item8 T2.SCS.item9 T2.SCS.item11 
T2.SCS.item12 (1=5) (2=4) (3=3) (4=2) (5=1) INTO T1.SCS.item1r T1.SCS.item4r 
T1.SCS.item8r T1.SCS.item9r T1.SCS.item11r T1.SCS.item12r T2.SCS.item1r T2.SCS.item4r 
T2.SCS.item8r T2.SCS.item9r T2.SCS.item11r T2.SCS.item12r. 
COMPUTE T1.SCStotalscore=T1.SCS.item1r + T1.SCS.item4r + T1.SCS.item8r + 
T1.SCS.item9r + T1.SCS.item11r + T1.SCS.item12r + T1.SCS.item2 + T1.SCS.item3 + 
T1.SCS.item5 + T1.SCS.item6 + T1.SCS.item7 + T1.SCS.item10.  
COMPUTE T2.SCStotalscore=T2.SCS.item1r + T2.SCS.item4r + T2.SCS.item8r + 
T2.SCS.item9r + T2.SCS.item11r + T2.SCS.item12r + T2.SCS.item2 + T2.SCS.item3 + 
T2.SCS.item5 + T2.SCS.item6 + T2.SCS.item7 + T2.SCS.item10.  
RECODE T1.FFMQ.item4 T1.FFMQ.item5 T1.FFMQ.item7 T1.FFMQ.item8 T1.FFMQ.item11 
T1.FFMQ.item12 T1.FFMQ.item14 T1.FFMQ.item17 T1.FFMQ.item19 T1.FFMQ.item22 
T1.FFMQ.item23 T1.FFMQ.item24 T2.FFMQ.item4 T2.FFMQ.item5 T2.FFMQ.item7 
T2.FFMQ.item8 T2.FFMQ.item11 T2.FFMQ.item12 T2.FFMQ.item14 T2.FFMQ.item17 
T2.FFMQ.item19 T2.FFMQ.item22 T2.FFMQ.item23 T2.FFMQ.item24 (1=5) (2=4) (3=3) (4=2) 
(5=1) INTO T1.FFMQ.item4r T1.FFMQ.item5r T1.FFMQ.item7r T1.FFMQ.item8r 
T1.FFMQ.item11r T1.FFMQ.item12r T1.FFMQ.item14r T1.FFMQ.item17r T1.FFMQ.item19r 
T1.FFMQ.item22r T1.FFMQ.item23r T1.FFMQ.item24r T2.FFMQ.item4r T2.FFMQ.item5r 
T2.FFMQ.item7r T2.FFMQ.item8r T2.FFMQ.item11r T2.FFMQ.item12r T2.FFMQ.item14r 
T2.FFMQ.item17r T2.FFMQ.item19r T2.FFMQ.item22r T2.FFMQ.item23r T2.FFMQ.item24r. 
COMPUTE T1.FFMQ.nonreact=T1.FFMQ.item3 + T1.FFMQ.item9 + T1.FFMQ.item13 + 
T1.FFMQ.item21.  
COMPUTE T1.FFMQ.observe=T1.FFMQ.item6 + T1.FFMQ.item10 + T1.FFMQ.item15 + 
T1.FFMQ.item20.  
COMPUTE T1.FFMQ.actaware=T1.FFMQ.item8r + T1.FFMQ.item12r + T1.FFMQ.item17r + 
T1.FFMQ.item22r + T1.FFMQ.item23r.  
COMPUTE T1.FFMQ.describe=T1.FFMQ.item1 + T1.FFMQ.item2 + T1.FFMQ.item5r + 
T1.FFMQ.item11r + T1.FFMQ.item16.  
COMPUTE T1.FFMQ.nonjudge=T1.FFMQ.item4r + T1.FFMQ.item7r + T1.FFMQ.item14r + 
T1.FFMQ.item19r + T1.FFMQ.item24r.  
COMPUTE T2.FFMQ.nonreact=T2.FFMQ.item3 + T2.FFMQ.item9 + T2.FFMQ.item13 + 
T2.FFMQ.item18 + T2.FFMQ.item21.  
COMPUTE T2.FFMQ.observe=T2.FFMQ.item6 + T2.FFMQ.item10 + T2.FFMQ.item15 + 
T2.FFMQ.item20 .  
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COMPUTE T2.FFMQ.actaware=T2.FFMQ.item8r + T2.FFMQ.item12r + T2.FFMQ.item17r + 
T2.FFMQ.item22r + T2.FFMQ.item23r.  
COMPUTE T2.FFMQ.describe=T2.FFMQ.item1 + T2.FFMQ.item2 + T2.FFMQ.item5r + 
T2.FFMQ.item11r + T2.FFMQ.item16.  
COMPUTE T1.FFMQ.total=T1.FFMQ.nonreact + T1.FFMQ.actaware + T1.FFMQ.describe + 
T1.FFMQ.nonjudge. 
COMPUTE T2.FFMQ.total=T2.FFMQ.nonreact + T2.FFMQ.actaware + T2.FFMQ.describe + 
T2.FFMQ.nonjudge. 
COMPUTE T2.FFMQ.nonjudge=T2.FFMQ.item4r + T2.FFMQ.item7r + T2.FFMQ.item14r + 
T2.FFMQ.item19r + T2.FFMQ.item24r.  
COMPUTE T1.PHQtotalscore=T1.PHQ.item1 + T1.PHQ.item2 + T1.PHQ.item3 + 
T1.PHQ.item4 + T1.PHQ.item5 + T1.PHQ.item6 + T1.PHQ.item7 + T1.PHQ.item8 + 
T1.PHQ.item9.  
COMPUTE T2.PHQtotalscore=T2.PHQ.item1 + T2.PHQ.item2 + T2.PHQ.item3 + 
T2.PHQ.item4 + T2.PHQ.item5 + T2.PHQ.item6 + T2.PHQ.item7 + T2.PHQ.item8 + 
T2.PHQ.item9.  
COMPUTE T1.GADtotalscore=T1.GAD.item1 + T1.GAD.item2 + T1.GAD.item3 + 
T1.GAD.item4 + T1.GAD.item5 + T1.GAD.item6 + T1.GAD.item7.  
COMPUTE T2.GADtotalscore=T2.GAD.item1 + T2.GAD.item2 + T2.GAD.item3 + 
T2.GAD.item4 + T2.GAD.item5 + T2.GAD.item6 + T2.GAD.item7.  
COMPUTE T1.Warwicktotalscore=T1.Warwick.item1 + T1.Warwick.item2 + T1.Warwick.item3 + 
T1.Warwick.item4 + T1.Warwick.item5 + T1.Warwick.item6 + T1.Warwick.item7.  
COMPUTE T2.Warwicktotalscore=T2.Warwick.item1 + T2.Warwick.item2 + T2.Warwick.item3 + 
T2.Warwick.item4 + T2.Warwick.item5 + T2.Warwick.item6 + T2.Warwick.item7.  
COMPUTE Diff.FFMQ.nonreact=T2.FFMQ.nonreact - T1.FFMQ.nonreact.  
COMPUTE Diff.FFMQ.observe=T2.FFMQ.observe - T1.FFMQ.observe.  
COMPUTE Diff.FFMQ.actaware=T2.FFMQ.actaware - T1.FFMQ.actaware.  
COMPUTE Diff.FFMQ.describe=T2.FFMQ.describe - T1.FFMQ.describe.  
COMPUTE Diff.FFMQ.nonjudge=T2.FFMQ.nonjudge - T1.FFMQ.nonjudge.  
COMPUTE Diff.FFMQ.total=T2.FFMQ.total - T1.FFMQ.total.  
COMPUTE Diff.SCS=T2.SCStotalscore - T1.SCStotalscore.  
COMPUTE Diff.Warwick=T2.Warwicktotalscore - T1.Warwicktotalscore. 
COMPUTE Diff.GAD=T2.GADtotalscore - T1.GADtotalscore. 
COMPUTE Diff.PHQ=T2.PHQtotalscore - T1.PHQtotalscore. 
EXECUTE. 
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EXAMINE VARIABLES=Diff.FFMQ.nonreact BY T2.QAY.item10.Nb 
/PLOT NONE 
  /STATISTICS DESCRIPTIVES 
  /CINTERVAL 95 
  /MISSING LISTWISE 
  /NOTOTAL.  
EXECUTE.  
FREQUENCIES VARIABLES=Diff.FFMQ.nonreact Diff.FFMQ.observe Diff.FFMQ.actaware 
Diff.FFMQ.describe Diff.FFMQ.nonjudge Diff.FFMQ.total Diff.SCS Diff.Warwick Diff.GAD 
Diff.PHQ  
  /STATISTICS=RANGE MINIMUM MAXIMUM STDDEV MEAN MEDIAN  
  /FORMAT=LIMIT(50)  
  /ORDER=ANALYSIS.  
T-TEST GROUPS=T2.QAY.item10.Nb (0,1) /VARIABLES=Age. 
EXECUTE. 
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Appendix R: qualitative theme development 
Codes relating to effects on wellbeing 
BR17 BR26 CA02 CA14 CH06 CO09 DE10 FA13 FO08 HA12 HU07 KN20 LA05 RE19 SM01 
More relaxed Comforted Working with a 
more informal 
way of doing 
things 
More 
active 
Emotionally 
stronger 
(Not long 
enough for 
significant 
change) 
Deciding on 
actions more 
More 
present-
moment 
awareness 
Fore-grounded 
mindfulness 
More 
tolerant 
More cognitive 
space 
More 
present 
moment 
awareness 
Relating 
differently 
to 
negative 
events 
Noticing 
more 
More 
confident 
More in 
control 
More 
hopeful 
Noticing 
feelings more 
More tired Dealing with 
life 
challenges 
more easily 
Relaxing 
and 
resting 
more 
Noticing 
sensory 
experiences 
more 
More aware 
of need for 
nourishment 
Improved sleep More 
relaxed 
More self-
compassion 
More 
detached 
from 
others 
Improved 
mood 
More self-
aware 
More 
prepared 
More tolerant 
of others 
Calmer Noticing 
cognitions 
more 
Sleeping 
better 
More in 
control 
More 
present 
moment 
awareness 
More present 
moment 
awareness 
More guilt for 
not already 
knowing 
about 
nourishing 
self 
More cognitively 
able 
Improved 
wellbeing 
More self-aware Not able to 
establish a 
meditation 
routine 
More likely 
to pause 
to think 
Behaviour
al 
activation 
 
More 
annoyed 
More 
detached 
Concerned 
around 
likelihood of 
triggering 
difficult 
feelings 
Happier More able to 
change 
negatives to 
positives 
No 
changes 
for the 
worse 
Nothing has 
changed for 
the worse 
More present 
moment 
awareness 
needed 
Not motivated 
enough 
More self-
aware 
Trying new 
things 
 More 
measured 
  
Less pins 
and needles 
feeling 
Noticing 
thoughts 
more 
 Calmer Kindness and 
love as a new 
form of 
management 
No change 
in 
optimism 
for the 
future 
Not enough 
theory 
 Not confident 
enough with 
managing 
difficult thoughts 
and feelings 
Better 
interperson
al relations 
More present-
moment 
awareness 
 More 
anxious 
  
More 
frustrated 
More able 
to get on 
and get 
everything 
done 
 More 
satisfied/ 
things 
falling into 
place 
Nothing has 
changed for 
the worse, 
only 
improvement
s 
 First two 
sessions less 
relevant  
   More memory 
problems 
 Increased 
awareness 
  
Would like to 
be calmer 
More 
relaxed 
 Thinking 
differently 
There’s 
nothing left 
that I still 
want to 
change 
     Not enough 
stamina 
    
Would like to 
be less 
judgmental 
  No change 
in focus on 
pain 
      Mood change 
with meditation 
still takes an 
hour 
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Effects on wellbeing 
BR17 BR26 CA02 CA14 CH06 CO09 DE10 FA13 FO08 HA12 HU07 KN20 LA05 RE19 SM01 
More relaxed Comforted Working with 
a more 
informal way 
of doing 
things 
More 
active 
Emotionally 
stronger 
Relaxing 
and resting 
more 
Deciding on 
actions 
more 
More 
present-
moment 
awareness 
Fore-
grounded 
mindfulness 
More tolerant More 
cognitive 
space 
More 
present 
moment 
awareness 
Relating 
differently to 
negative 
events 
Noticing 
more 
More 
confident 
More in 
control 
More 
hopeful 
Noticing 
feelings more 
More tired Dealing with 
life challenges 
more easily 
More 
present 
moment 
awareness 
Noticing 
sensory 
experiences 
more 
More aware 
of need for 
nourishment 
Improved 
sleep 
More relaxed More self-
compassion 
More 
detached 
from others 
Improved 
mood 
More 
self-
aware 
More 
prepared 
More tolerant 
of others 
Calmer Noticing 
cognitions 
more 
Sleeping 
better 
More in 
control 
 More 
present 
moment 
awareness 
More guilt for 
not already 
knowing 
about 
nourishing 
self 
More 
cognitively 
able 
Improved 
wellbeing 
More self-
aware 
Not able to 
establish a 
meditation 
routine 
More likely 
to pause to 
think 
More 
active 
 
More 
annoyed 
More 
detached 
Concerned 
around 
likelihood of 
triggering 
difficult 
feelings 
Happier More able to 
change 
negatives to 
positives 
 Not enough 
theory 
Would like 
more present 
moment 
awareness  
Not motivated 
enough 
More self-
aware 
Trying new 
things 
 More 
measured 
  
Less pins and 
needles 
feeling 
Noticing 
thoughts 
more 
 Calmer Kindness and 
love as a new 
form of 
management 
   Not confident 
enough with 
managing 
difficult 
thoughts and 
feelings 
Better 
relationships 
More 
present-
moment 
awareness 
 More 
anxious 
  
More 
frustrated 
More able 
to get on 
and get 
everything 
done 
 More 
satisfied 
      More 
memory 
problems 
 Increased 
awareness 
  
Would like to 
be calmer 
More 
relaxed 
 Things 
falling into 
place 
      Not enough 
stamina 
    
Would like to 
be less 
judgmental 
  Thinking 
differently 
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Coding frame 
Categories  Subcategories (concepts) Concepts 
Effects on 
wellbeing 
Positive overall impression:  
Feeling more at ease 
Feeling generally better 
More active  
Improved sleep 
Challenging experiences, but 
positive overall impression: 
More tired 
Fore grounded difficulties  
 
more relaxed, more in control 
more optimistic about the future, happier 
getting things done, decisive, trying new things 
sleeping for longer or more soundly 
 
 
feeling of fatigue 
difficult memories, difficult feelings 
Change 
processes 
Positive overall impression: 
Support from others  
Challenging but positive overall 
impression: 
Cultivating mindfulness  
Group process  
Overall negative: 
Getting started 
 
family, therapist, friends 
 
 
mindful movement, practicing regularly 
increase in support, dominant characters 
 
beginning a mindfulness practice 
Internal 
experience 
Positive overall impression: 
Being receptive to mindfulness  
Inner strength  
Challenging but positive overall 
impression: 
Motivation to change  
Mood  
Cognitions  
 
motivated, willing to try 
 
survival instinct, confidence 
 
a positive intention, readiness 
being ready, confidence in ability to change 
expectations of self, fears, intensity, negative focus 
difficult thoughts, critical thinking 
  
223 
 
Practicalities Challenging but positive overall 
impression: 
Delivery  
 
Duration  
Overall negative: 
Group size  
Access  
 
 
increase preparedness, noisy venue, good 
facilitation, breaks needed, NHS venue, timing 
too short 
 
group felt too small 
sitting in one position, mindful movement, CD only 
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Abridged research diary 
 
 
This has been removed from the electronic copy  
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Sections of coded transcripts 
 
 
This has been removed from the electronic copy  
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Appendix S: SPSS output 
 
Explore 
Nb. for researcher. This participant was assigned to: 
Case Processing Summary 
 
Nb. for researcher. This 
participant was assigned to: 
Cases 
 
Valid Missing Total 
 
N Percent N Percent N Percent 
Diff.FFMQ.nonreact brief mindfulness arm 9 100.0% 0 0.0% 9 100.0% 
waiting list arm 9 100.0% 0 0.0% 9 100.0% 
Descriptives 
 
Nb. for researcher. This participant was assigned to: Statistic Std. Error 
Diff.FFMQ.nonreact brief mindfulness arm Mean 4.6667 .88192 
95% Confidence Interval for 
Mean 
Lower Bound 2.6330  
Upper Bound 6.7004  
5% Trimmed Mean 4.5741  
Median 4.0000  
Variance 7.000  
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Std. Deviation 2.64575  
Minimum 1.00  
Maximum 10.00  
Range 9.00  
Interquartile Range 3.00  
Skewness .827 .717 
Kurtosis 1.281 1.400 
waiting list arm Mean 2.7778 1.34141 
95% Confidence Interval for 
Mean 
Lower Bound -.3155  
Upper Bound 5.8711  
5% Trimmed Mean 3.0309  
Median 3.0000  
Variance 16.194  
Std. Deviation 4.02423  
Minimum -6.00  
Maximum 7.00  
Range 13.00  
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Interquartile Range 5.00  
Skewness -1.345 .717 
Kurtosis 2.123 1.400 
 
Frequencies 
Statistics 
 
Diff.FFMQ.
nonreact 
Diff.FFMQ.
observe 
Diff.FFMQ.
actaware 
Diff.FFMQ.
describe 
Diff.FFMQ.
nonjudge 
Diff.FFMQ.to
tal Diff.SCS Diff.Warwick Diff.GAD Diff.PHQ 
N Valid 18 18 18 18 18 18 18 18 18 18 
Missing 8 8 8 8 8 8 8 8 8 8 
Mean 3.7222 .5000 .8889 1.0000 -.3889 5.2222 6.3889 .6111 -.6111 -1.8333 
Median 4.0000 .0000 .0000 1.0000 -.5000 5.5000 5.5000 2.0000 -.5000 -3.0000 
Std. Deviation 3.44376 2.61781 3.95398 2.37635 3.88267 8.90839 7.03887 7.38153 3.08962 3.86918 
Range 16.00 11.00 18.00 8.00 13.00 30.00 21.00 33.00 14.00 15.00 
Minimum -6.00 -6.00 -10.00 -3.00 -7.00 -12.00 -2.00 -24.00 -7.00 -9.00 
Maximum 10.00 5.00 8.00 5.00 6.00 18.00 19.00 9.00 7.00 6.00 
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Frequency Tables 
Diff.FFMQ.nonreact 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -6.00 1 3.8 5.6 5.6 
.00 1 3.8 5.6 11.1 
1.00 1 3.8 5.6 16.7 
2.00 3 11.5 16.7 33.3 
3.00 1 3.8 5.6 38.9 
4.00 3 11.5 16.7 55.6 
5.00 3 11.5 16.7 72.2 
6.00 2 7.7 11.1 83.3 
7.00 2 7.7 11.1 94.4 
10.00 1 3.8 5.6 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
Total 26 100.0   
 
Diff.FFMQ.observe 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -6.00 1 3.8 5.6 5.6 
-3.00 1 3.8 5.6 11.1 
-1.00 3 11.5 16.7 27.8 
.00 5 19.2 27.8 55.6 
1.00 3 11.5 16.7 72.2 
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2.00 1 3.8 5.6 77.8 
3.00 1 3.8 5.6 83.3 
4.00 2 7.7 11.1 94.4 
5.00 1 3.8 5.6 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
Total 26 100.0   
 
 
 
 
Diff.FFMQ.actaware 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -10.00 1 3.8 5.6 5.6 
-3.00 1 3.8 5.6 11.1 
-2.00 1 3.8 5.6 16.7 
-1.00 1 3.8 5.6 22.2 
.00 6 23.1 33.3 55.6 
2.00 3 11.5 16.7 72.2 
3.00 2 7.7 11.1 83.3 
6.00 2 7.7 11.1 94.4 
8.00 1 3.8 5.6 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
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Total 26 100.0   
 
 
Diff.FFMQ.nonjudge 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -7.00 1 3.8 5.6 5.6 
-5.00 2 7.7 11.1 16.7 
-4.00 2 7.7 11.1 27.8 
-3.00 1 3.8 5.6 33.3 
-2.00 1 3.8 5.6 38.9 
-1.00 2 7.7 11.1 50.0 
.00 2 7.7 11.1 61.1 
1.00 2 7.7 11.1 72.2 
3.00 1 3.8 5.6 77.8 
4.00 1 3.8 5.6 83.3 
5.00 2 7.7 11.1 94.4 
6.00 1 3.8 5.6 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
Total 26 100.0   
 
Diff.FFMQ.total 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
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Valid -12.00 1 3.8 5.6 5.6 
-7.00 1 3.8 5.6 11.1 
-6.00 1 3.8 5.6 16.7 
-3.00 1 3.8 5.6 22.2 
-2.00 1 3.8 5.6 27.8 
1.00 1 3.8 5.6 33.3 
2.00 1 3.8 5.6 38.9 
4.00 1 3.8 5.6 44.4 
5.00 1 3.8 5.6 50.0 
6.00 1 3.8 5.6 55.6 
7.00 1 3.8 5.6 61.1 
9.00 1 3.8 5.6 66.7 
12.00 1 3.8 5.6 72.2 
13.00 2 7.7 11.1 83.3 
16.00 1 3.8 5.6 88.9 
18.00 2 7.7 11.1 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
Total 26 100.0   
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Diff.SCS 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -2.00 1 3.8 5.6 5.6 
-1.00 2 7.7 11.1 16.7 
.00 2 7.7 11.1 27.8 
1.00 2 7.7 11.1 38.9 
3.00 1 3.8 5.6 44.4 
5.00 1 3.8 5.6 50.0 
6.00 2 7.7 11.1 61.1 
8.00 1 3.8 5.6 66.7 
9.00 1 3.8 5.6 72.2 
11.00 1 3.8 5.6 77.8 
16.00 2 7.7 11.1 88.9 
18.00 1 3.8 5.6 94.4 
19.00 1 3.8 5.6 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
Total 26 100.0   
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Diff.Warwick 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -24.00 1 3.8 5.6 5.6 
-5.00 2 7.7 11.1 16.7 
-2.00 2 7.7 11.1 27.8 
-1.00 1 3.8 5.6 33.3 
.00 1 3.8 5.6 38.9 
1.00 1 3.8 5.6 44.4 
2.00 2 7.7 11.1 55.6 
3.00 1 3.8 5.6 61.1 
4.00 2 7.7 11.1 72.2 
5.00 2 7.7 11.1 83.3 
6.00 1 3.8 5.6 88.9 
9.00 2 7.7 11.1 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
Total 26 100.0   
 
 
Diff.GAD 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -7.00 1 3.8 5.6 5.6 
-5.00 1 3.8 5.6 11.1 
-3.00 2 7.7 11.1 22.2 
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-2.00 2 7.7 11.1 33.3 
-1.00 3 11.5 16.7 50.0 
.00 5 19.2 27.8 77.8 
2.00 2 7.7 11.1 88.9 
3.00 1 3.8 5.6 94.4 
7.00 1 3.8 5.6 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
Total 26 100.0   
 
Diff.PHQ 
 Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid -9.00 1 3.8 5.6 5.6 
-7.00 1 3.8 5.6 11.1 
-5.00 1 3.8 5.6 16.7 
-4.00 3 11.5 16.7 33.3 
-3.00 4 15.4 22.2 55.6 
-2.00 2 7.7 11.1 66.7 
-1.00 1 3.8 5.6 72.2 
2.00 1 3.8 5.6 77.8 
3.00 3 11.5 16.7 94.4 
6.00 1 3.8 5.6 100.0 
Total 18 69.2 100.0  
Missing System 8 30.8   
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Total 26 100.0   
 
 
T-Test 
Group Statistics 
 
Nb. for researcher. This 
participant was assigned to: N Mean Std. Deviation Std. Error Mean 
Age listed in first data 
collection booklet 
brief mindfulness arm 9 48.7778 10.18305 3.39435 
waiting list arm 8 41.0000 13.21255 4.67134 
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Independent Samples Test 
 
Levene's Test for 
Equality of 
Variances t-test for Equality of Means 
F Sig. t df Sig. (2-tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% Confidence Interval of 
the Difference 
Lower Upper 
Age listed 
in first data 
collection 
booklet 
Equal 
variances 
assumed 
.440 .517 1.369 15 .191 7.77778 5.68269 -4.33460 19.89015 
Equal 
variances not 
assumed 
  1.347 13.138 .201 7.77778 5.77434 -4.68358 20.23913 
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Appendix T: Draft end of study letter for participants 
 
 
Hello, 
 
Thank you for taking part in our study and for attending the mindfulness 
group. 
We ran the research project alongside the group to help us understand if it was 
possible to run a mindfulness group in a secondary care mental health service. We 
were also interested to find out whether this particular group was useful for people 
experiencing mental health problems.  
 
The study has finished now, and here is a short summary of the findings: 
• 26 people took part in the study, and 69% of them finished the group. 
 
The questionnaires and interviews showed that after the group: 
• People had gained new knowledge about mindfulness  
• People were feeling more compassionate, less worried, and less 
depressed  
• Most people found the group positive and helpful and were intending to 
continue practicing mindfulness. However, the questionnaires did not 
show any changes in how people were feeling day to day or stress 
• People suggested some changes to the group, but overall they enjoyed 
working with other service-users and facilitators.  
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Thank you again for taking the time to participate in the study, if you would like 
more information about the findings please let a member of the ATS team know and I 
will send a longer report. 
 
Best wishes, 
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Appendix U: Planned dissemination strategy 
 
Academic papers: 
• How do mindfulness-based interventions affect adults experiencing 
Borderline Personality Disorder: A systematic review and meta-
analysis 
To be prepared for submission to Clinical Psychology Review 
• Living Mindfully (LiveMind): A Feasibility Randomised Controlled Trial 
of a Brief Mindfulness-Based Intervention in a Mental Health 
Secondary Care Setting 
To be prepared for submission to Mindfulness, guidelines for authors attached 
 
Feedback with research team: 
• Feedback results at steering group meeting May 2017 
 
Feedback to relevant stakeholders: 
• Project report for participants 
• Feedback to clinicians working within the ATS services in Brighton and 
Hove at team meeting May 2017 
• Feedback to NHS ethics panel May 2017 
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Appendix V: Author guidelines for Mindfulness 
Psychology - Cognitive Psychology | Mindfulness - incl. option to 
publish open access  
Cognitive PsychologyHome > Psychology > Cognitive Psychology 
SUBDISCIPLINES JOURNALS BOOKS SERIES TEXTBOOKS REFERENCE WORKS 
Mindfulness 
Editor-in-Chief: Nirbhay N. Singh 
ISSN: 1868-8527 (print version) 
ISSN: 1868-8535 (electronic version)  
Journal no. 12671 
RECOMMEND TO LIBRARIAN 
 ABOUT THIS JOURNAL EDITORIAL BOARD ETHICS & DISCLOSURES ACCEPTED INTO ISI 
Instructions for Authors  
EDITORIAL PROCEDURE 
Double-blind peer review 
This journal follows a double-blind reviewing procedure. Authors are therefore 
requested to submit: 
A blinded manuscript without any author names and affiliations in the 
text or on the title page. Self-identifying citations and references in the 
article text should be avoided. 
A separate title page, containing title, all author names, affiliations, and 
the contact information of the corresponding author. Any 
acknowledgements, disclosures, or funding information should also be 
included on this page. 
MANUSCRIPT SUBMISSION 
Manuscript Submission 
Submission of a manuscript implies: that the work described has not been 
published before; that it is not under consideration for publication anywhere 
else; that its publication has been approved by all co-authors, if any, as well as 
by the responsible authorities – tacitly or explicitly – at the institute where the 
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work has been carried out. The publisher will not be held legally responsible 
should there be any claims for compensation. 
Permissions 
Authors wishing to include figures, tables, or text passages that have already 
been published elsewhere are required to obtain permission from the copyright 
owner(s) for both the print and online format and to include evidence that such 
permission has been granted when submitting their papers. Any material 
received without such evidence will be assumed to originate from the authors. 
Online Submission 
Please follow the hyperlink “Submit online” on the right and upload all of your 
manuscript files following the instructions given on the screen. 
SUGGESTED REVIEWERS 
Authors of research and review papers, excluding editorial and book review 
submissions, are allowed to provide the names and contact information for, 
maximum, 4 to 6 possible reviewers of their paper. When uploading a paper to 
the Editorial Manager site, authors must provide complete contact information 
for each recommended reviewer, along with a specific reason for your 
suggestion in the comments box for each person. The journal will consider 
reviewers recommended by the authors only if the reviewers’ institutional email 
is provided. A minimum of two suggested reviewers should be from a university 
or research institute in the United States. You may not suggest the Editor or 
Associate Editors of the journal as potential reviewers. Although there is no 
guarantee that the editorial office will use your suggested reviewers, your help 
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Authors should note that it is inappropriate to list as preferred reviewers 
researchers from the same institution as any of the authors, collaborators and 
co-authors from the past five years as well as anyone whose relationship with 
one of the authors may present a conflict of interest. The journal will not 
tolerate this practice and reserves the right to reject submissions on this basis.  
TITLE PAGE 
Title Page 
The title page should include: 
 The name(s) of the author(s) 
 A concise and informative title 
 The affiliation(s) and address(es) of the author(s) 
 The e-mail address, and telephone number(s) of the 
corresponding author  If available, the 16-digit ORCID of the 
author(s) 
Abstract 
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Please provide an abstract of 150 to 250 words. The abstract should not 
contain any undefined abbreviations or unspecified references. 
Keywords 
Please provide 4 to 6 keywords which can be used for indexing purposes. 
TEXT 
Text Formatting 
Manuscripts should be submitted in Word. 
 Use a normal, plain font (e.g., 10-point Times Roman) for text. 
 Use italics for emphasis. 
 Use the automatic page numbering function to number the pages. 
 Do not use field functions. 
 Use tab stops or other commands for indents, not the space bar. 
 Use the table function, not spreadsheets, to make tables. 
 Use the equation editor or MathType for equations. 
 Save your file in docx format (Word 2007 or higher) or doc format (older 
Word versions). 
Manuscripts with mathematical content can also be submitted in LaTeX. 
LaTeX macro package (zip, 182 kB) 
Headings 
Please use no more than three levels of displayed headings. 
Abbreviations 
Abbreviations should be defined at first mention and used consistently 
thereafter. 
Footnotes  
Footnotes can be used to give additional information, which may include the 
citation of a reference included in the reference list. They should not consist 
solely of a reference citation, and they should never include the bibliographic 
details of a reference. They should also not contain any figures or tables.  
Footnotes to the text are numbered consecutively; those to tables should be 
indicated by superscript lower-case letters (or asterisks for significance values 
and other statistical data).  
Footnotes to the title or the authors of the article are not given reference 
symbols.  
Always use footnotes instead of endnotes. 
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Please use the standard mathematical notation for formulae, symbols etc.: 
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Citation 
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 Supply all figures electronically. 
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use TIFF format. MSOffice files are also acceptable. 
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distinctions between the different colors are still apparent. 
If the figures will be printed in black and white, do not refer to color in the 
captions. 
Color illustrations should be submitted as RGB (8 bits per channel). 
Figure Lettering 
 To add lettering, it is best to use Helvetica or Arial (sans serif fonts). 
 Keep lettering consistently sized throughout your final-sized artwork, 
usually about 2 –3 mm (8–12 pt). 
 Variance of type size within an illustration should be minimal, e.g., do 
not use 8-pt type on an axis and 20-pt type for the axis label. 
 Avoid effects such as shading, outline letters, etc. 
 Do not include titles or captions within your illustrations. 
Figure Numbering 
All figures are to be numbered using Arabic numerals. 
Figures should always be cited in text in consecutive numerical order. 
Figure parts should be denoted by lowercase letters (a, b, c, etc.). 
If an appendix appears in your article and it contains one or more 
figures, continue the consecutive numbering of the main text. Do not 
number the appendix figures, 
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Material) should, however, be numbered separately. 
Figure Captions 
 Each figure should have a concise caption describing accurately what the 
figure depicts. Include the captions in the text file of the manuscript, not 
in the figure file. 
 Figure captions begin with the term Fig. in bold type, followed by the 
figure number, also in bold type. 
 No punctuation is to be included after the number, nor is any 
punctuation to be placed at the end of the caption. 
 Identify all elements found in the figure in the figure caption; and use 
boxes, circles, etc., as coordinate points in graphs. 
 Identify previously published material by giving the original source in the 
form of a reference citation at the end of the figure caption. 
Figure Placement and Size 
Figures should be submitted separately from the text, if possible. 
When preparing your figures, size figures to fit in the column width. 
For most journals the figures should be 39 mm, 84 mm, 129 mm, or 
174 mm wide and not higher than 234 mm. 
For books and book-sized journals, the figures should be 80 mm or 
122 mm wide and not higher than 198 mm. 
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Permissions 
If you include figures that have already been published elsewhere, you must 
obtain permission from the copyright owner(s) for both the print and online 
format. Please be aware that some publishers do not grant electronic rights for 
free and that Springer will not be able to refund any costs that may have 
occurred to receive these permissions. In such cases, material from other 
sources should be used. 
Accessibility 
In order to give people of all abilities and disabilities access to the content of 
your figures, please make sure that 
All figures have descriptive captions (blind users could then use a text-to-
speech software or a text-to-Braille hardware) 
Patterns are used instead of or in addition to colors for conveying information  
(colorblind users would then be able to distinguish the visual 
elements) Any figure lettering has a contrast ratio of at least 
4.5:1 
ELECTRONIC SUPPLEMENTARY MATERIAL 
Springer accepts electronic multimedia files (animations, movies, audio, etc.) 
and other supplementary files to be published online along with an article or a 
book chapter. This feature can add dimension to the author's article, as certain 
information cannot be printed or is more convenient in electronic form. 
Before submitting research datasets as electronic supplementary material, 
authors should read the journal’s Research data policy. We encourage 
research data to be archived in data repositories wherever possible. 
Submission 
Supply all supplementary material in standard file formats. 
Please include in each file the following information: article title, journal 
name, author names; affiliation and e-mail address of the corresponding 
author. 
To accommodate user downloads, please keep in mind that larger-
sized files may require very long download times and that some users 
may experience other problems during downloading. Audio, Video, and 
Animations 
Aspect ratio: 16:9 or 4:3 
Maximum file size: 25 GB 
Minimum video duration: 1 sec  
Supported file formats: avi, wmv, mp4, mov, m2p, mp2, mpg, mpeg, flv, 
mxf, mts, m4v, 3gp 
Text and Presentations 
Submit your material in PDF format; .doc or .ppt files are not suitable for 
long-term viability. 
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A collection of figures may also be combined in a PDF file. 
Spreadsheets 
Spreadsheets should be submitted as .csv or .xlsx files (MS Excel). 
Specialized Formats 
Specialized format such as .pdb (chemical), .wrl (VRML), .nb 
(Mathematica notebook), and .tex can also be supplied. 
Collecting Multiple Files 
It is possible to collect multiple files in a .zip or .gz file. 
Numbering 
If supplying any supplementary material, the text must make specific 
mention of the material as a citation, similar to that of figures and tables. 
Refer to the supplementary files as “Online Resource”, e.g., "... as shown 
in the animation (Online Resource 3)", “... additional data are given in 
Online Resource 4”. 
Name the files consecutively, e.g. “ESM_3.mpg”, “ESM_4.pdf”. 
Captions 
For each supplementary material, please supply a concise caption 
describing the content of the file.  
Processing of supplementary files 
Electronic supplementary material will be published as received from 
the author without any conversion, editing, or reformatting.  
Accessibility 
In order to give people of all abilities and disabilities access to the content of 
your supplementary files, please make sure that  
The manuscript contains a descriptive caption for each 
supplementary material Video files do not contain anything that 
flashes more than three times per second (so that users prone to 
seizures caused by such effects are not put at risk) 
INTEGRITY OF RESEARCH AND REPORTING 
Ethical standards 
Manuscripts submitted for publication must contain a statement to the effect 
that all human and animal studies have been approved by the appropriate 
ethics committee and have therefore been performed in accordance with the 
ethical standards laid down in the 1964 Declaration of Helsinki and its later 
amendments.  
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It should also be stated clearly in the text that all persons gave their informed 
consent prior to their inclusion in the study. Details that might disclose the 
identity of the subjects under study should be omitted. 
These statements should be added in a separate section before the reference 
list. If these statements are not applicable, authors should state: The 
manuscript does not contain clinical studies or patient data. 
The editors reserve the right to reject manuscripts that do not comply with the 
above-mentioned requirements. The author will be held responsible for false 
statements or failure to fulfill the above-mentioned requirements 
Conflict of interest 
Authors must indicate whether or not they have a financial relationship with the 
organization that sponsored the research. This note should be added in a 
separate section before the reference list.  
If no conflict exists, authors should state: The authors declare that they have no 
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ENGLISH LANGUAGE EDITING 
For editors and reviewers to accurately assess the work presented in your 
manuscript you need to ensure the English language is of sufficient quality to 
be understood. If you need help with writing in English you should consider:  
Asking a colleague who is a native English speaker to review your 
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mistakes when writing in English. 
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and formal style before publication. 
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QC=의표현을명확히해줄영어원어민동료를찾아서리뷰를의뢰합니다. 
• 영어튜토리얼페이지에방문하여영어로글을쓸때자주하는실수들을확인합니다. 
• 리뷰에대비하여, 
원고의의미를명확하게해주고리뷰에서요구하는문제점들을식별해서영 
문수준을향상시켜주는전문영문교정서비스를이용합니다. Nature Research 
Editing Service 9 American Journal 
Experts5서저희와협약을통해서비스를제공하고있습니다. 
영어튜토리얼페이지 
Nature Research Editing Service 
American Journal Experts 
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)M게재가수락되는것을의미하거나보장하지않습니다. 
=고가수락될경우, 
KO전저희측편집자에의해원고의철자및문체를검수하는과정을거치 게됩니다. 
ETHICAL RESPONSIBILITIES OF AUTHORS 
This journal is committed to upholding the integrity of the scientific record. As a 
member of the Committee on Publication Ethics (COPE) the journal will follow 
the COPE guidelines on how to deal with potential acts of misconduct.  
Authors should refrain from misrepresenting research results which could 
damage the trust in the journal, the professionalism of scientific authorship, and 
ultimately the entire scientific endeavour. Maintaining integrity of the research 
and its presentation can be achieved by following the rules of good scientific 
practice, which include: 
 The manuscript has not been submitted to more than one journal for 
simultaneous consideration.  
 The manuscript has not been published previously (partly or in full), 
unless the new work concerns an expansion of previous work (please 
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provide transparency on the re-use of material to avoid the hint of text-
recycling (“self-plagiarism”)). 
 A single study is not split up into several parts to increase the quantity 
of submissions and submitted to various journals or to one journal 
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“salami-publishing”). 
 No data have been fabricated or manipulated (including images) to support 
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 No data, text, or theories by others are presented as if they were the 
author’s own (“plagiarism”). Proper acknowledgements to other works 
must be given (this includes material that is closely copied (near 
verbatim), summarized and/or paraphrased), quotation marks are used 
for verbatim copying of material, and permissions are secured for 
material that is copyrighted.  
Important note: the journal may use software to screen for plagiarism. 
 Consent to submit has been received explicitly from all co-authors, as 
well as from the responsible authorities - tacitly or explicitly - at the 
institute/organization where the work has been carried out, before the 
work is submitted. 
 Authors whose names appear on the submission have contributed 
sufficiently to the scientific work and therefore share collective responsibility 
and accountability for the results. 
 Authors are strongly advised to ensure the correct author group, 
corresponding author, and order of authors at submission. Changes of 
authorship or in the order of authors are not accepted after acceptance 
of a manuscript. 
 Adding and/or deleting authors at revision stage may be justifiably 
warranted. A letter must accompany the revised manuscript to explain 
the role of the added and/or deleted author(s). Further documentation 
may be required to support your request. 
 Requests for addition or removal of authors as a result of authorship 
disputes after acceptance are honored after formal notification by the 
institute or independent body and/or when there is agreement between all 
authors. 
 Upon request authors should be prepared to send relevant 
documentation or data in order to verify the validity of the results. This 
could be in the form of raw data, samples, records, etc. Sensitive 
information in the form of confidential proprietary data is excluded. 
If there is a suspicion of misconduct, the journal will carry out an investigation 
following the COPE guidelines. If, after investigation, the allegation seems to 
raise valid concerns, the accused author will be contacted and given an 
opportunity to address the issue. If misconduct has been established beyond 
reasonable doubt, this may result in the Editor-in-Chief’s implementation of the 
following measures, including, but not limited to:  
If the article is still under consideration, it may be rejected and 
returned to the author. If the article has already been published online, 
Running head: Understanding and supporting positive mental health with mindfulness 
255 
 
depending on the nature and severity of the infraction, either an 
erratum will be placed with the article or in severe cases complete 
retraction of the article will occur. The reason must be given in the 
published erratum or retraction note. Please note that retraction 
means that the paper is maintained on the platform, watermarked 
"retracted" and explanation for the retraction is provided in a note 
linked to the watermarked article.  
The author’s institution may be informed. 
COMPLIANCE WITH ETHICAL STANDARDS 
To ensure objectivity and transparency in research and to ensure that accepted 
principles of ethical and professional conduct have been followed, authors 
should include information regarding sources of funding, potential conflicts of 
interest (financial or non-financial), informed consent if the research involved 
human participants, and a statement on welfare of animals if the research 
involved animals. 
Authors should include the following statements (if applicable) in a separate 
section entitled “Compliance with Ethical Standards” when submitting a paper: 
Disclosure of potential conflicts of interest  
Research involving Human Participants and/or 
Animals Informed consent  
Please note that standards could vary slightly per journal dependent on their 
peer review policies (i.e. single or double blind peer review) as well as per 
journal subject discipline. Before submitting your article check the instructions 
following this section carefully. 
The corresponding author should be prepared to collect documentation of 
compliance with ethical standards and send if requested during peer review or 
after publication. 
The Editors reserve the right to reject manuscripts that do not comply with the 
above-mentioned guidelines. The author will be held responsible for false 
statements or failure to fulfill the abovementioned guidelines. 
DISCLOSURE OF POTENTIAL CONFLICTS OF INTEREST 
Authors must disclose all relationships or interests that could influence or bias 
the work. Although an author may not feel there are conflicts, disclosure of 
relationships and interests affords a more transparent process, leading to an 
accurate and objective assessment of the work. Awareness of real or perceived 
conflicts of interests is a perspective to which the readers are entitled and is not 
meant to imply that a financial relationship with an organization that sponsored 
the research or compensation for consultancy work is inappropriate. Examples 
of potential conflicts of interests that are directly or indirectly related to the 
research may include but are not limited to the following: 
 Research grants from funding agencies (please give the research 
funder and the grant number) 
 Honoraria for speaking at symposia 
 Financial support for attending symposia 
Running head: Understanding and supporting positive mental health with mindfulness 
256 
 
 Financial support for educational programs 
 Employment or consultation 
 Support from a project sponsor  
 Position on advisory board or board of directors or other type of 
management relationships 
 Multiple affiliations 
 Financial relationships, for example equity ownership or investment interest 
 Intellectual property rights (e.g. patents, copyrights and royalties from such 
rights)  Holdings of spouse and/or children that may have financial interest 
in the work 
In addition, interests that go beyond financial interests and compensation (non-
financial interests) that may be important to readers should be disclosed. 
These may include but are not limited to personal relationships or competing 
interests directly or indirectly tied to this research, or professional interests or 
personal beliefs that may influence your research. 
The corresponding author collects the conflict of interest disclosure forms from 
all authors. In author collaborations where formal agreements for 
representation allow it, it is sufficient for the corresponding author to sign the 
disclosure form on behalf of all authors. Examples of forms can be found here: 
The corresponding author will include a summary statement on the title page 
that is separate from their manuscript, that reflects what is recorded in the 
potential conflict of interest disclosure form(s).  
See below examples of disclosures: 
Funding: This study was funded by X (grant number X). 
Conflict of Interest: Author A has received research grants from Company A. 
Author B has received a speaker honorarium from Company X and owns stock 
in Company Y. Author C is a member of committee Z.  
If no conflict exists, the authors should state:  
Conflict of Interest: The authors declare that they have no conflict of interest. 
RESEARCH INVOLVING HUMAN PARTICIPANTS AND/OR ANIMALS 
Statement of human rights 
When reporting studies that involve human participants, authors should include 
a statement that the studies have been approved by the appropriate 
institutional and/or national research ethics committee and have been 
performed in accordance with the ethical standards as laid down in the 1964 
Declaration of Helsinki and its later amendments or comparable ethical 
standards. 
If doubt exists whether the research was conducted in accordance with the 
1964 Helsinki Declaration or comparable standards, the authors must explain 
Running head: Understanding and supporting positive mental health with mindfulness 
257 
 
the reasons for their approach, and demonstrate that the independent ethics 
committee or institutional review board explicitly approved the doubtful aspects 
of the study.  
The following statements should be included in the text before the References 
section: 
Ethical approval: “All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the institutional 
and/or national research committee and with the 1964 Helsinki declaration and 
its later amendments or comparable ethical standards.” 
For retrospective studies, please add the following sentence: 
“For this type of study formal consent is not required.” 
Statement on the welfare of animals 
The welfare of animals used for research must be respected. When reporting 
experiments on animals, authors should indicate whether the international, 
national, and/or institutional guidelines for the care and use of animals have 
been followed, and that the studies have been approved by a research ethics 
committee at the institution or practice at which the studies were conducted 
(where such a committee exists).  
For studies with animals, the following statement should be included in the text 
before the References section: 
Ethical approval: “All applicable international, national, and/or institutional 
guidelines for the care and use of animals were followed.” 
If applicable (where such a committee exists): “All procedures performed in 
studies involving animals were in accordance with the ethical standards of the 
institution or practice at which the studies were conducted.” 
If articles do not contain studies with human participants or animals by any of 
the authors, please select one of the following statements: 
“This article does not contain any studies with human participants performed by 
any of the authors.” 
“This article does not contain any studies with animals performed by any of the 
authors.” 
“This article does not contain any studies with human participants or animals 
performed by any of the authors.” 
INFORMED CONSENT 
All individuals have individual rights that are not to be infringed. Individual 
participants in studies have, for example, the right to decide what happens to 
the (identifiable) personal data gathered, to what they have said during a study 
or an interview, as well as to any photograph that was taken. Hence it is 
important that all participants gave their informed consent in writing prior to 
inclusion in the study. Identifying details (names, dates of birth, identity 
numbers and other information) of the participants that were studied should not 
be published in written descriptions, photographs, and genetic profiles unless 
the information is essential for scientific purposes and the participant (or parent 
Running head: Understanding and supporting positive mental health with mindfulness 
258 
 
or guardian if the participant is incapable) gave written informed consent for 
publication. Complete anonymity is difficult to achieve in some cases, and 
informed consent should be obtained if there is any doubt. For example, 
masking the eye region in photographs of participants is inadequate protection 
of anonymity. If identifying characteristics are altered to protect anonymity, 
such as in genetic profiles, authors should provide assurance that alterations 
do not distort scientific meaning. 
The following statement should be included: 
Informed consent: “Informed consent was obtained from all individual 
participants included in the study.”  
If identifying information about participants is available in the article, the 
following statement should be included: 
“Additional informed consent was obtained from all individual participants for 
whom identifying information is included in this article.” 
RESEARCH DATA POLICY 
The journal encourages authors, where possible and applicable, to deposit 
data that support the findings of their research in a public repository. Authors 
and editors who do not have a preferred repository should consult Springer 
Nature’s list of repositories and research data policy. 
List of Repositories 
Research Data Policy 
General repositories - for all types of research data - such as figshare and 
Dryad may also be used.  
Datasets that are assigned digital object identifiers (DOIs) by a data repository 
may be cited in the reference list. Data citations should include the minimum 
information recommended by DataCite: authors, title, publisher (repository 
name), identifier. 
DataCite 
Springer Nature provides a research data policy support service for authors 
and editors, which can be contacted at researchdata@springernature.com. 
This service provides advice on research data policy compliance and on finding 
research data repositories. It is independent of journal, book and conference 
proceedings editorial offices and does not advise on specific manuscripts. 
Helpdesk 
AFTER ACCEPTANCE 
Upon acceptance of your article you will receive a link to the special Author 
Query Application at Springer’s web page where you can sign the Copyright 
Transfer Statement online and indicate whether you wish to order OpenChoice, 
offprints, or printing of figures in color.  
Running head: Understanding and supporting positive mental health with mindfulness 
259 
 
Once the Author Query Application has been completed, your article will be 
processed and you will receive the proofs. 
Copyright transfer  
Authors will be asked to transfer copyright of the article to the Publisher (or 
grant the Publisher exclusive publication and dissemination rights). This will 
ensure the widest possible protection and dissemination of information under 
copyright laws.  
Creative Commons Attribution-NonCommercial 4.0 International License 
Offprints 
Offprints can be ordered by the corresponding author. 
Color illustrations 
Online publication of color illustrations is free of charge. For color in the print 
version, authors will be expected to make a contribution towards the extra 
costs. 
Proof reading 
The purpose of the proof is to check for typesetting or conversion errors and 
the completeness and accuracy of the text, tables and figures. Substantial 
changes in content, e.g., new results, corrected values, title and authorship, are 
not allowed without the approval of the Editor. 
After online publication, further changes can only be made in the form of an 
Erratum, which will be hyperlinked to the article. 
Online First 
The article will be published online after receipt of the corrected proofs. This is 
the official first publication citable with the DOI. After release of the printed 
version, the paper can also be cited by issue and page numbers. 
OPEN CHOICE 
In addition to the normal publication process (whereby an article is submitted to 
the journal and access to that article is granted to customers who have 
purchased a subscription), Springer provides an alternative publishing option: 
Springer Open Choice. A Springer Open Choice article receives all the benefits 
of a regular subscription-based article, but in addition is made available publicly 
through Springer’s online platform SpringerLink. 
Open Choice 
Copyright and license term – CC BY 
Open Choice articles do not require transfer of copyright as the copyright 
remains with the author. In opting for open access, the author(s) agree to 
publish the article under the Creative Commons Attribution License. 
Find more about the license agreement 
Running head: Understanding and supporting positive mental health with mindfulness 
260 
 
READ THIS JOURNAL ON SPRINGERLINK 
View Open Access Articles 
Online First Articles 
All Volumes & Issues 
FOR AUTHORS AND EDITORS 
 2015 Impact Factor 3.317 
Aims and Scope 
Submit Online 
Open Choice - Your Way to Open Access 
Instructions for Authors 
Special Call for Papers (pdf, 99 kB) 
SERVICES FOR THE JOURNAL 
Contacts 
Download Product Flyer 
Shipping Dates 
ALERTS FOR THIS JOURNAL 
Get the table of contents of every new issue published in 
Mindfulness. 
Your E-Mail Address 
 
SUBMIT 
 Please send me information on new Springer publications in Cognitive Psychology. 
ADDITIONAL INFORMATION 
Sign up for the Table of Contents Alert 
RELATED BOOKS - SERIES - JOURNALS 
Journal 
Activitas Nervosa Superior 
Editor» Editor-in-Chief: Petr  
Bob 
 BACK NEXT 1/10 
 
Running head: Understanding and supporting positive mental health with mindfulness 
261 
 
 
 
  
Running head: Understanding and supporting positive mental health with mindfulness 
262 
 
 
Appendix W: Critical appraisal 
 
This appendix offers a critical evaluation of the feasibility studies reported in 
Section B. A number of methodological issues will be considered, including an 
examination of risk management strategies, dropout significance, different ways of 
measuring feasibility, and the wider context as to the relevance of engagement in 
offering a Brief Mindfulness Intervention. Reflections on the research skills and 
abilities developed by the principal researcher will be explored throughout and then 
the reporting responsibilities associated with running a study linked to the NIHR 
portfolio, and how this MRP is independent of these, will be presented. 
 
Risk management strategies 
Within my original research protocol I identified a number of risks and 
developed procedures to manage them, taking into consideration both the likelihood 
of harm occurring and the degree of harm that could result. A research ethics 
committee and a trust research and development team approved my research 
proposal, and this gave me confidence that my risk management strategies were 
appropriate. Out of all of the risks I considered, the possibility that my research study 
could generate distress was foremost in my mind. I considered the chance that after 
undergoing my screening assessment, service users could find out that they either 
do or do not have a diagnosis of BPD when they previously thought the opposite was 
the case. Furthermore, I considered that completing my outcome measures could 
bring service users closer to their lived experience of adversity. My strategies for 
mitigating these risks included excluding service-users based on vulnerability, 
ensuring that all of the individuals participating were in receipt of ongoing clinical care 
from the mental health trust we were recruiting through, providing clear information in 
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the participant information sheet about the study procedure, reminding participants 
before, during, and after the screening assessment that they could decline to answer 
questions and were free to withdraw from the study at any time without giving reason 
and without any negative effects on future treatment they may receive from the NHS. 
I also planned to avoid back-to-back sessions and to conduct all assessment 
sessions in NHS buildings and in normal working hours giving me time to provide any 
support needed. I developed a letter for participants to be given following the 
screening assessment to reinforce the assessment outcome, next steps, and further 
sources of support. I proposed that two appropriately qualified and experienced 
professionals (i.e. clinical psychologists with experience of facilitating a mindfulness 
group) would facilitate the mindfulness groups. Therefore, distress during sessions 
could be actively managed and an opportunity to discuss individual concerns after 
sessions could also be provided if required. 
Two potential participants had registered an interest in the study when it was 
stopped. I used some of the wording from my ‘not eligible’ letter in my email 
informing these two individuals about the study stopping and there were no adverse 
events or near misses reported. I would therefore consider using similar strategies 
again in the future. When I received the LiveMind study protocol, I noticed that the 
procedures for managing the likelihood of generating distress were very similar. Four 
extra points were included in the LiveMind protocol that I had not explicitly written 
down when I was developing my original research proposal. These were 1) offering 
participants a break from assessments or an opportunity to reschedule if needed, 2) 
passing on concerns to the service users’ care coordinator or lead practitioner after 
discussing their concerns with the service user in the first instance where at all 
possible, 3) making the limits of confidentiality in this respect explicit, and 4) ensuring 
that all facilitators receive regular supervision. On reflection, although these were not 
detailed in my original research protocol, I think that I would have naturally put these 
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additional strategies into place the occasion arose as they very much mirrored the 
approach I take to risk management on placement. I remember discussing the point 
about supervision in a research planning meeting and coming to the conclusion that 
my supervisors, who had agreed to facilitate the intervention, would meet together to 
make arrangements for this. However, it was not documented and I can understand 
the importance of making these points explicit, particularly in the protocol for a larger 
trial. There were no untoward events or near misses for the LiveMind study indicating 
that these strategies were successful. Although, there is the outside chance that the 
lack of issues came about as a result of chance. Nonetheless, excluding individuals 
at high risk was likely to have increased this chance, and employing strategies to 
manage those at risk but nevertheless included in the intervention additionally was 
likely to have increased this chance. With the benefit of hindsight, one thing that was 
missing from both protocols was the fine details around the procedure for following 
up on participants who had were uncontactable. In the LiveMind study, this 
information was passed on to the health care team so that they could check how the 
individual was doing and reassess risk. In future, I would include this detailed 
process to avoid the risk that each team (research and clinical) thinks the other team 
is in contact with a vulnerable individual, when perhaps neither is. 
 
Significance of drop out 
In my original research proposal, I planned for the study to be introduced to 
potential participants by someone they were familiar with (i.e. during routine 
appointments with the assessment and treatment service). This decision was 
informed by advice I received from the service-user advisory group ResearchNet. 
Members of this group shared their experiences of using mental health services and 
being approached by strangers in the waiting area in relation to clinical research 
studies. There was a sense that it can be a stressful experience waiting for a clinical 
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appointment, and while for some having a distraction with recruitment questions 
could be a positive thing, the majority felt that it would not be helpful. In addition, the 
group felt that uptake to the study is likely to be higher if someone with more 
responsibility over their care introduced the study. There was something around 
knowing that their lead clinician was in support of this extra activity. I shared my 
experiences with the group of being on the other side of this interaction, as a 
research assistant, recruiting service-users from the waiting room of a mental health 
service. We talked about what might improve the experience of hearing about 
research and the most popular idea was to go through someone with whom the 
potential participant had already developed a relationship. Based on advice from my 
research supervisors, I also planned for the study to be advertised directly to 
participants using a poster in the assessment and treatment service waiting room, 
and through a mail-out to the research network. The aim of this was to increase the 
reach of the recruitment campaign in an unobtrusive way. I addition, based on 
experiences gained from recruiting to previous trials, it felt important to avoid placing 
too much extra demands on the assessment and treatment service staff.  
To support assessment and treatment service staff to fully understand the 
study, I planned to hand out written information about the study (i.e. the participant 
information sheet), and to make myself available to answer questions during staff 
meetings. I was in email contact with the team leader prior to introducing the study to 
the team and was advised to present the study at a business meeting in order to 
reach the most clinicians in one go. I introduced the study to the team in August, 
which was several months later than originally planned. With the benefit of hindsight, 
it might have been better to delay the beginning of this recruitment drive for one more 
month because many clinicians were on annual leave. In addition, there were other 
psychotherapeutic interventions being advertised at the same time. One of the study 
exclusion criteria was that participants had no plans to engage in any other 
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interventions during the study period. Therefore, the availability of alternative 
interventions reduced the number of eligible service-users.  
All of the recruitment materials developed for the original research proposal 
invited potential participants to contact me via telephone or email to express their 
interest in taking part. No one had made contact at the point the study was withdrawn 
and this evidence supported my decision to halt the study. However, as mentioned 
above in the risk management strategies section, two potential participants made 
contact after the study had been halted. Both of these individuals had heard about 
the study from the waiting room posters, and I learnt through this that poster 
recruitment has the potential to be a very helpful adjunct, with little extra cost, to 
other methods of recruitment.  
My analysis of the research activity in LiveMind indicated that engagement 
with the study and the intervention fell a little short of the targets set. The same 
recruitment methods had been used, with posters and referrals from an assessment 
and treatment service. Although a team of research assistants and clinical research 
coordinators had recruited to the study rather than just one researcher in isolation. 
There was no data gathered about the way in which participants had heard about the 
study. This meant that I was unable to compare the relative success of different 
recruitment methods. In a future feasibility trial, this might be useful information to 
gather because it could inform the design of the recruitment methods in a full-scale 
trial leading to more efficient methods. Additional strategies included in both study 
protocols to foster engagement included scheduling meetings with participants at a 
time and place that was convenient, and encouraging participants to ask questions if 
they had any queries at any stage of the study. Despite this effort to engage 
participants, the log had details of participants who had dropped out. It struck me, 
when I was reading this, that several participants were assumed to have dropped out 
after several attempts to contact them had failed. Therefore, these individuals had 
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not been offered the opportunity to take part in the change interview. Only one 
participant who had dropped out of the intervention engaged with the qualitative 
interview. It is therefore possible that some of the more robust barriers to taking part 
were not captured by the study. If I were conducting this research again, I would 
perhaps add in an extra procedure after dropout from the intervention to distinguish 
between this and dropout from the study. In addition, based on the need for further 
engagement strategies, I would consider adding more regular phone calls between 
the research team and participants in a future trial. I also think that reimbursing travel 
expenses incurred by research activities (i.e. travelling to meet a researcher to 
complete measures) is important and has the potential to increase engagement in 
research. 
 
Different ways of measuring feasibility 
Both of the feasibility studies described in section B of this thesis addressed 
the issues of recruitment, retention, acceptability, and preliminary efficacy in relation 
to a brief mindfulness intervention. This fits with the MRC guidelines for the 
development and evaluation of complex interventions (reference). There are, 
however, a number of other ways of measuring feasibility in clinical psychology 
(reference). For example, the acceptability of the intervention to providers, the 
consistency with which the intervention is delivered, and costs to patients, carers, 
and society. (research other models of feasibility in clinical psychology to expand this 
section slightly). Cost has particular relevance in the current economic climate, as 
socio-economic forces continue to impinge on service delivery. A limitation of the 
reported study is that it did not investigate any of these issues. The MRC guidelines 
state that a series of feasibility studies may be required to progressively refine the 
design of a study investigating a complex intervention. Therefore, a pilot study may 
be warranted to address uncertainties identified by this feasibility study and any 
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outstanding feasibility issues. Alternatively, a full-scale trial could helpfully address 
some of these issues by including additional outcome measures (i.e. addressing 
cost-effectiveness by including economic outcomes).  
 
The wider context as to the relevance of engagement in offering a Brief 
Mindfulness Intervention  
The research I have conducted over the course of this doctoral training has 
taught me that there is a place for brief mindfulness interventions in secondary care 
mental health services. Evidence suggests that adherence to interventions and care 
outcomes improve when individuals are more involved in informed shared decision 
making (Towle & Godolphin, 1999). Therefore, at the very least, a brief mindfulness 
intervention that is delivered in a group format, is acceptable, and does not cause 
any harm, can provide an opportunity for experiencing a psychotherapeutic 
intervention in a safe way. This can subsequently place individuals in a better 
position to provide more fully informed consent for future group psychotherapeutic 
interventions.  
A question remains around the impact of offering a brief mindfulness 
intervention to transdiagnostic groups in contrast to narrower populations of 
individuals with very similar difficulties. I learnt from the recruitment difficulties I 
encountered while delivering my original research proposal, that one of the dominant 
opinions in the setting I was conducting my research in was that the benefits of 
diagnostic labels are extremely limited. Teaching throughout my clinical training has 
introduced me to the idea that the clinical utility of mental health diagnoses has 
shifted over time. Evidenced in particular by the fierce debate that arose around the 
time of the publication of DSM-5. While presented my original study to the 
assessment and treatment service, I heard the term ‘emotionally unstable personality 
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disorder’ and it’s abbreviation ‘EUPD’ used. This refers to an ICD-10 diagnosis that is 
considered to be broadly equivalent to BPD. However, the way in which the term was 
used by the team was starkly different to the way I heard the term BPD being used in 
that it sounded less pejorative. My impression was that the transdiagnostic approach 
to the brief mindfulness intervention that was being investigated through the 
LiveMind study was more acceptable to the team. Therefore a level of engagement 
was generated that may have spread out from clinicians to service-users through the 
language used when referring to the study. With the benefit of hindsight, if I were 
conducted the research again, I would consider seeking guidance on the accessibility 
and acceptability of study materials from clinicians as well as a service-user advisory 
group, particularly for research in which recruitment is partially reliant on clinician 
referrals.    
 
Reporting responsibilities 
The empirical study presented in section B of this MRP is independent from 
the reporting responsibilities to the NIHR portfolio, as the findings were used as an 
archival dataset. The research activity coordinator was responsible for uploading the 
number of consented participants to the portfolio on a monthly basis. My roles and 
responsibilities in relation to the empirical study were entry, tidying and screening of 
data, reviewing electronic records to extract additional demographic data, 
transcribing interviews, refining plans for quantitative analysis, developing research 
questions and devising an analytic plan for qualitative data, conducting analyses and 
interpreting findings. The Salomons course team approved this approach on the 
basis that I had already developed the competencies of devising a proposal and 
taking it all the way through the regulatory process. Although my first study fell 
through, it was nonetheless a good learning experience as it allowed me to choose 
measures, write an ethics form, and start the process in relation to recruitment. On a 
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personal level I also learnt to recognize my limits in relation to prior research 
knowledge and experience, and I learnt how to go about asking for additional help 
and support. One area I feel I would like more experience of in the future is the 
specifics around data collection, as that is the bit I feel I missed. However, as the 
course guidelines state that MRP’s don’t have to do demonstrate every research 
method, and some use archival data, I feel satisfied that the research I conducted 
meets the marking criteria as outlined in the course handbook.  
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